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[F A diabetic patient must submit to major sur- 
gery, what is his prognosis? Or if a person has 
inherited the recessive genes of diabetes, where 
should. his interest be directed to prevent a frank 
diabetic state and the inevitable associated surgery? 
According to Root,! practically every diabetic 
patient, at some time in his life, is operated on, and 
the prognosis is materially affected by the efficiency 
of diabetic control during the years preceding the 
emergency. 

The reduction of the mortality in diabetic surgery 
over the years has been striking. Before the dis- 
covery of insulin in 1922, the surgical mortality 
stood at the appalling figure of 40 to 80 per cent.’ 
In contrast, Joslin? reports a mortality of 11.5 per 
cent at the New England Deaconess Hospital for 
the period 1923 to August 1, 1926. From 1923 to 
1941 the rate at the same institution was 7.3 per 
cent. Finally, from 1942 to January, 1946, the mor- 
tality dipped to a new low of 2.2 per cent. Joslin 
believes that this last improvement has been due 
in a large measure to the use of antibiotics. 
the purpose of this paper to draw a comparison be- 
tween the management and surgical results in dia- 
betes before and after the introduction of penicillin. 

It is well known that the most prominent and 
universal pathologic change in diabetes is arterio- 
sclerosis. Root et al.4 have shown that coronary oc- 
clusion occurs three to eight times more frequently 
in diabetic patients over fifty years of age than in 
nondiabetic persons. McLaughlin® has stated that 
calcification in the peripheral vessels is demon- 
strable in 91 per cent of all patients who have had 
diabetes ten years and that pulsations in the arteries 
of the lower extremities tend to disappear ten to 
twenty years earlier than in nondiabetic persons. 
Root! claims that some degree of vascular nephritis 
can be demonstrated in almost all diabetic patients 
beyond fifty years of age. This generalized arterio- 
sclerotic state, in addition to producing grave circu- 
latory changes, may contribute to frequent and dan- 
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gerous skin infections. Boyd® considers the presence 
of large amounts of sugar in the tissues, together 
with the lipemia resulting from faulty metabolism, 
to be an important factor. We believe that hyper- 
glycemia alone does not necessarily promote in- 
fection, provided sufficient amounts of sugar are 
being metabolized. 

The pathologic changes in diabetic tissue are the 
result of a vicious circle, which involves faulty cir- 
culation and anoxia and also tissue degeneration, 
often complicated by infection, fever and _ local 
edema. General toxemia leads to a diminished tol- 
erance for carbohydrates. One method of attacking 
this circle is by decreasing or eradicating the infec- 
tion. This can be accomplished more often and 
more quickly with antibiotics. 

The recuperative power of the pancreas is nor- 
mally very great when infection is controlled. 
Eisele’ reported a diabetic patient with a diseased 
gall bladder, requiring 1000 units per day preoper- 
atively, who became insulin resistant. Two years 
after cholecystectomy the patient was asympto- 
matic and required no insulin. 


TREATMENT BEFORE AND AFTER OPERATION 


The diabetic patients operated on at the Henry 
Ford Hospital are generally prepared as follows. 
On the day before the operation blood sugar, carbon 
dioxide combining power and blood chloride are 
taken. If these are within normal range, the diet 
is withheld on the morning of surgery, and in its 
place 300 cc. of 20 per cent glucose is given intra- 
venously with 10 units of regular insulin. Immedi- 
ately on return from the operating room the patient 
is given another 300 cc. of 20 per cent glucose intra- 
venously with 10 units of regular insulin, followed 
by a clysis of 1000.cc. of physiologic saline solution. 
The blood pressure is taken every two hours (for a 
period dependent on the condition of the patient), 
and 500 cc. of whole blood or plasma is given if the 
systolic pressure drops below 100. Excessive loss 
of fluids by profuse sweating or vomiting or drainage 
is replaced by additional clyses. 

Food by mouth is offered on the evening of the 
first postoperative day in the form of fruit juices, 
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gingerale, milk and buttermilk as tolerated, or up 
to 6 ounces every two hours. In addition, sufficient 
5 per cent glucose is given intravenously to total an 
intake of 100 gm. of carbohydrate per twenty-four 
hours. During that time, the urine is examined for 
sugar every two hours. If the reaction is ++ or 
more, 10 units of regular insulin is given. From 
this point the oral consumption of food is gradually 
increased as tolerated until the patient is again on 
his regular diabetic diet. During this convalescent 
period the urine is tested four times daily (before 
meals and at bedtime), and regular insulin given as 
described above. From these values together with 
a daily fasting blood sugar determination, the 
proper dosage of protamine zinc insulin is cal- 
culated. In certain cases it may be necessary to use 
supplementary regular insulin before meals and at 
bedtime. 

The diabetic patient in acidosis, requiring sur- 
gery, presents a more complex problem. Except in 
cases of dire necessity, no patient should be sub- 
jected to operation whose carbon dioxide combining 
power is-below 30 vol. per cent or with a blood sugar 
above 350 mg. per 100 cc. Much can be accom- 
plished to correct these conditions within the first 
four to six hours after admission. An outline of the 
treatment of acidosis is tedious and detailed and 
seems to have no place in this report. For a compre- 
hensive outline of our views of that subject, the 
reader is referred to the work of Foster et al.® 


Discussion 


The series of cases herein reported consists of two 
groups, each representing a different era of man- 
agement. The first group includes 215 diabetic 
patients operated upon prior to 1940 — that is, be- 


TaBLeE 1. Sex Incidence. 


Periop Mate Patients Patients 
NO PER- NO PER- 
CENTAGE CENTAGE 
January 1, 1945, to January 1, 1947 51 46.0 60 54.0 
Averages ... aaa 41.7 58.3 


fore penicillin was available. The second comprises 
111 operations performed between January 1, 1945, 
and January 1, 1947, selected from 825 diabetic 
cases excluding fractures, dental procedures and all 
pediatric surgery; the antibiotics, particularly pen- 
icillin, were used freely with telling effect in this 
group. 

The sex incidence shows a 7 per cent increase in 
surgical intervention for male patients in the second 
group (Table 1). Although the variance is not great, 
it suggests a tendency toward self-neglect during 
the war years. 

The age incidence in both groups indicates that 
approximately 90 per cent of the patients were over 
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forty years of age (Table 2). This figure obviously 
illustrates the importance of adequate management. 
of uncomplicated diabetes after middle age. Our 
results seem to parallel those of others in that the 


TaBLeE 2. Age Incidence. 
AGE PATIENTS IN PATIENTS IN ALL Patients 

First Group Seconp Group 
NO PER- NO. PER- NO. PER- 

CENTAGE CENTAGE CENTAGE 
yr. 

10-19 ..... 4 9 2 1.8 6 . 80 
20-29 3 4 4 3.6 7 2.15 
30-39 ..... 11 1 6 5.4 17 5.30 
40-49 45 21.0 23 20.7 68 20.85 
50-59 ..... 67 31.1 33 29.7 100 30.67 
60-69 ..... 55 25.5 28 25.3 83 25.45 
70-79 ..... 23 10.7 14 12.6 37 11.35 
80-89 ..... 4 9 1 0.9 5 1.52 


greatest incidence of diabetic surgery was in the 
fifth decade of life. 

On discharge approximately 73 per cent of cases 
in the second group showed a blood sugar level of 
less than 150 mg. per 100 cc. (Table 3). Three cases 
exhibited 250 mg. per 100 cc. or more. This excel- 
lent control can be attributed in a large measure to 
the efficacy of protamine-zinc insulin and penicillin, 
particularly in view of the fact that many of these 
patients were discharged prior to the complete 
healing of their wounds. 

An analysis of the diet indicates a trend toward 
increasing the carbohydrate allowance (Table 4). 
This is also true, in a lesser degree, of the protein 
prescribed, whereas the fat intake remains fairly 
constant. 

The miscellaneous operations in Table 5 include 
simple procedures such as removal of cysts and 
wens, venous ligation, skin grafts and the extraction 
of foreign bodies. Amputations and skin infections 
constituted approximately a third of the cases. 
These conditions are given careful consideration 
because they are, in a large degree, preventable 
through early education and proper management of 


3. Blood Sugar.* 


SuGar PaTIENTs IN First PaTIENTs IN SECOND 
Group Group 

ON ON ON ON 

ADMISSION DISCHARGE ADMISSION DISCHARGE 

mg./100 ce. 

70 130 50 81 
1 2 2 0 
Unrecorded............. 12 28 0 0 


*In the patients who died, the last blood sugar prior to death is recorded. 


the patient. The patients in the second group 
showed a 50 per cent reduction in skin infections 
requiring surgery, again owing, we believe, to the 
use of penicillin. 
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The types of anesthetics and their combinations 
are illustrated in Table 6. The selection depends on 
the type of case, and the judgment and experience 
of the surgeon. Joslin® believes that with the aid 
of insulin, any type of anesthetic may be used. All 
observers agree that some have certain advantages 
over others. Root,! in studies using carbon dioxide 
levels as an indicator, has shown that the an- 
esthetics of choice in order of value are: spinal, eth- 
ylene, nitrous oxide and ether, and cyclopropane, 
the last being excellent for patients presenting car- 
diac complications. Other writers give different 
preferences: McKim and Fowler’® favor cyclopro- 
pane. Where it can be used, all agree that local an- 
esthesia is by far the safest. Hale and Tovell™ point 


TaB.e 4. Diets Prescribed for Patients with Diabetes. 


Foop Patients In First Group Patients SECOND Group 
ON ON ON ON 
ADMiSSION DISCHARGE ADMISSION DISCHARGE 
gm. 
Protein: 
30-39 1 1 
40-49 ..... 4 5 
50-59 ..... 30 . 33 
60-69 ..... 96 119 19 13 
70-79 29 34 56 56 
80-89 ..... 2 1 13 17 
90-99 ..... 0 0 7 6 
100+ ..... 0 0 9 10 
Intravenous 5 7 5 5 
Special. 48 15 2 4 
Fat: 
40-59 .. 5 + 2 1 
60-79 .. 15 16 16 16 
80-99 .. 11 18 11 12 
100-119 .. 48 50 37 28 
120-139 .. 28 38 18 24 
140-159 .. 36 32 8 i) 
160-179 .. 9 13 4 1 
180-189 6 11 0 2 
200-219 3 10 7 \ 
220+ ..... 1 1 1 1 
Intravenous 5 7 5 5 
pecial..... 48 15 2 4 
CarbohyJrate 
0-99 34 43 9 5 
100-11 32 33 3 2 
120-139 8 12 31 31 
140-15 36 44 2 2 
160-179 0 2 2 2 
180-1 1 0 50 52 
200-219 48 53 7 8 
220+ . 3 6 0 0 
Intravenous 5 i 5 5 
Special. .... 48 15 2 4 


_out the inadvisability of its use in areas deficient in 
circulation. There is much to be said of the advan- 
tages of refrigeration anesthesia. Many commonly 
used agents have been shown to have extremely un- 
desirable and dangerous side effects. In animal ex- 
periments with ether, Bloor’ has reported an in- 
crease in blood fat from 40 to 100 per cent, the rate 
of rise being greatest during the first hour. Brow 
and Long," after two and a half hours’ administra- 
tion of ether to cats, found an 87 per cent reduction 
of glycogen in the cardiac musculature. It is well 
known, as cited by Wilcox and Tovell,'* that even 
in normal subjects ether produces an acidotic con- 
dition proved by recovery of acetone bodies in the 
urine. Foster!® believes that ether probably inter- 
feres with the utilization of carbohydrate since 
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blood sugar values are increased. Avertin is to be 
condemned because it is more toxic to the liver cells 
and the liver is slower in recovering than with other 
anesthetics.1® Anoxia, which is a side effect of any 
general anesthetic and is of grave concern to the 


TaBLe 5. Operations. 


OPERATION PATIENTS IN PATIENTS IN 
First Grove Seconp Group 

Amputations: 
ae ol — drainage (for abscesses) 37 9 
ctomy and thoracoplasty ..... 6 1 
Thyroidectomies ................. + 


diabetic patient, is increased by deep and prolonged 
anesthesia as well as by excessive narcosis. 

Table 7 demonstrates an interesting comparison 
in the causes of death during the two eras. Prior to 


TABLE 6. Types of Anesthetic. 


ANESTHETIC PATIENTS IN PATIENTS IN 
First Group Seconp Group 

ther and won. 26 10 
dium pentothal . 0 13 
Ethylene and avertin ............. 1 2 
Ether and nitrous oxide .. 
Cyclopropane 0 6 
Ethylene and cyclopropane ....... 0 5 
Nitrous oxide and 0 1 
Avertin and cyclopropane ........ 0 1 
Nitrous oxide (spinal) ............ 


the current use of penicillin, septicemia represented 
the greatest single cause of death. There were no 
deaths from septicemia among the more recent cases. 
This is consistent with Joslin’s* statement that 


TaBLe 7. Causes of Death. 


Cause PATIENT IN 


PATIENTS IN 
First Group 


Seconp Group 
Myocardial insufficiency .......... 
Coronary occlusion 
iabetes | 3 
Septicemi 5 
embolus . 1 
Portal thrombosis ................ 0 
1 
1 
1 
1 
23 


ne 


Tubercul 
Gangrene 


embolu 
Sudden death 


(10.7 %) (4.5%) 


“deaths from . . . septicemia have ceased, thanks 
to penicillin.” 

We believe that the marked improvement in mor- 
tality in recent years is due for the most part to the 
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use of penicillin, but credit must also be given to the 
better understanding of the management of his case 
by the diabetic patient. In the 111 cases in the sec- 
ond group 52 per cent of patients were given peni- 
cillin. The dosage ranged from 100,000 to 400,000 
units per day and covered a time range from two to 
forty-two days. The maximum total dosage used in 
a single case was 7,300,000 units. 


SUMMARY AND CONCLUSIONS 


A survey of 326 cases of diabetic surgery is pre- 
sented, one group, of 215 patients, operated on prior 
to 1940 without benefit of penicillin and the other, 
comprising 111 cases, treated surgically between 
January 1, 1945, and January 1, 1947, with the lib- 
eral use of. penicillin. The results are compared. 

Approximately 90 per cent of patients came to 
surgery after the age of forty years. There was 
moderate variation in the sex incidence. 

The practice of increased carbohydrate and pro- 
tein allowance is substantiated. 

A comparison of various anesthetics is made, the 
use of local anesthesia being preferable when pos- 
sible. ‘The dangers of anoxia are stressed. 

A reduction in mortality from 10.7 to 4.5 per cent 
has been obtained. The use of penicillin in diabetes 
has removed septicemia as a cause of death and has 
become a major contribution in the management of 
diabetic surgery. 
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The diabetic patient facing surgery has, in recent 
years, entered an era promising much greater 
chances not only of survival but also of rehabil* 
itation. Medical and surgical teamwork cannot be 
overemphasized. Penicillin has proved to be a for- 
midable weapon. 
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ADDISON’S DISEASE COMPLICATED BY CHRONIC GLOMERULONEPHRITIS* 


Louis Ravresy, M.D.,f H. Sawyer, M.D.} 


* THE classic description of the disease that bears 

his name, Addison presented no significant clin- 
ical evidence of renal disease in any of the 11 cases 
he reported. Of those cases, all of which were au- 
topsied, only one is reported to have been diffusely 
pathologic. He describes the kidneys of this case 
as “contracted and granular.’ 


REVIEW OF THE RECENT LITERATURE 


Regarding the effect of adrenocortical insuffi- 
ciency in renal function, it is fair to state that very 
little of anything happens to renal function in the 
intercritical phases of Addison’s disease. On the 
other hand, nearly all investigators find rather 
marked renal dysfunction during crisis, character- 
ized chiefly by an elevated blood urea, nonprotein 
nitrogen and hyperproteinemia. This is attributed 
to the dehydration, hypotension, reduced blood 
volume and shock accompanying Addisonian cri- 


*From the Dupersment of Medicine, Veterans Administration Hospital, 
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sis..-* This picture is reversed by treatment with 
salt and desoxycorticosterone acetate.’-* Soffer’ 
regards this dysfunction as nonspecific and as sim- 
ilar to the renal dysfunction resulting from dehy- 
dration and shock from any cause. 

The question of whether or not adrenocortical 
insufficiency results in any specific diffuse morpho- 
logic lesion in the kidney has not been satisfactorily 
answered. On the basis of human patients at au=" 
topsy, no renal lesion was found by at least two 
groups of investigators.* 5 

Rowntree and Snell! found cases of severe renal 
disease in about a third of their 31 autopsied cases, 
and only 1 with hypertension. 

Of 566 cases selected from the literature, Gutt- 
man® observed anatomic changes in the kidney suf- 
ficient to render a diagnosis in only 10 per cent. The 
nature of the lesion in the involved kidneys is not 
described adequately enough to make any posi- 
tive statement. 

Only one author, Barker,’ reported significant 
renal disease in 11 of a total of 28 cases of Addison’s 
disease. 
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It is rather striking that not a single case of glo- 
merulonephritis is reported by the investigators!’ 4-7 
mentioned above. 

So far as animal experimentation is concerned, 
Gersh and Grollman,’ Marshall and Davis,°® 
Swingle’® and Harrison and Darrow" found no sig- 
nificant diffuse renal damage in their adrenalecto- 
mized animals. On the other hand, Marine,” 
MacMahon and Zwemer," Simpson and Koren- 
chevsky," Banting and Gairns'® and Hartman et 
al.1® observed rather extensive renal disease in their 
adrenalectomized animals. 

Thorn, Koepf and Clinton,!” in 1944, described 
2 cases of renal failure with a syndrome simulating 
adrenocortical insufficiency. They ascribed this 
syndrome to the loss of sodium and chloride second- 
ary to renal disease rather than disease of the 
adrenal cortex. They demonstrated. that in these 
cases relief was not afforded by treatment with adre- 
nocortical substances but was attained by treat- 
ment with sodium chloride. The authors implied 
that the renal tubule is the end-organ for the adre- 
nocortical hormones concerned with the balance of 
sodium and potassium in the plasma and the urine. 
To maintain a normal electrolyte balance the organ- 
ism requires a normally functioning adrenal cortex 
as well as an intact renal tubule. 

The following case is presented as ‘one in which 
the disturbed physiology leading to death resulted 
from the worst possible combination —that of a dis- 
eased adrenal cortex and a diseased end-organ. It 
is possible that these two organs, the adrenal cor- 
tex and the kidney, suffered damage from a com- 
mon etiologic agent. Since the renal lesion in this 
case was of a rather specific character, it is more 
probable that this was a case of two major coexist- 
ent diseases, each a result of a different etiologic 
mechanism. 


Case REporT 


A. Y., a 55-year-old married man, was admitted to the hos- 
pital on April 10, 1947. He complained of generalized itching 
of 9 weeks’ duration. A rash, which had started on the thighs, 
had spread rapidly to the trunk, neck, arms, buttocks and 
lower legs. The lesions had become vesiculated and weeping 
over both lower legs. The patient had noticed marked dark- 
~ening of the skin over all areas involved by the rash. 

His occupation had brought him in daily contact with raw 
camel and alpaca wool. 

Seven years before admission, he had begun to suffer from 
episodes of diarrhea occurring off and on at irregular intervals. 
One of those episodes was so severe that it lasted “‘nearly a 
year.” No cause for this condition was found at the time. 
The attacks of diarrhea were interspersed with attacks of 
constipation of such severity that it necessitated frequent 
recourse to “laxatives.”” The patient had noticed a recent 
increase in nervousness and fatigability. 

For 3% years previous to admission, he suffered from mild 
“bronchial asthma,” for which he was treated by desensi- 
tization to kapok and “dusts.” 

There was a history of nocturia and albuminuria of at least 
4 years’ duration, and about 4 years before admission a phy- 
sician had made a diagnosis of “chronic nephritis.” es 
study of the chest in 1942 had shown “old calcified tubercu- 
losis,” inactive. There were no significant data in the family 
and past histories, except that the patient’s father had died 
of pulmonary tuberculosis at the age of 37. 
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_ Physical examination revealed a thin, a prehensive man 
in marked discomfort from a generalized itching rash. There 
was a mild seborrheic dermatitis of the scalp and an erythe- 
matous, papular excoriated rash over the thighs, buttocks, 
legs, trunk, neck and upper arms. Over the lower legs 
this had become vesiculated, weeping and impetiginous. In 
all areas involved by the rash, a blotchy, tan pigmentation 
of the skin had become confluent over the genitalia, thighs, 
neck and lower legs. There were large, tender femoral and 
inguinal lymph nodes bilaterally. There were a few small 
atches of brownish pigmentation on the hard palate and a 
ew small irregular spots of blue-brown pigmentation of the 
buccal mucosa and the soft palate. Breath sounds were of the 
asthmatic type, and there were numerous musical expiratory 
rales throughout the chest. The heart was not enlarged and 
no murmurs were heard. The abdomen was essentially nor- 
mal. The prostate was slightly enlarged, smooth and firm. 
The blood pressure was 150/100, and the pulse 100. 
Examination of the blood disclosed a hemoglobin of 10.5 
gm. per 100 cc. (photoelectric-cell technic), a white-cell count 
of 12,000 and a blood chloride (as sodium chloride) of 411 


Ficure 1. Hematoxylin and Eosin Stain of Suprarenal 
Glands, Showing Nodular Acute Accumulations of Cortical 
Cells, Fibrosis and Lymphocytic Infiltrations (x150). 


mg. and a blood urea nitrogen of 27 mg. per 100 cc. Four 
ET | urine specimens showed a maximum specific gravity 
of 1.012; two specimens contained a trace of albumin and a 
moderate number of finely granular casts. A film of the chest 
demonstrated healed soe tuberculosis on the left and a 
heart of normal size. 

The patient was treated symptomatically for his derma- 
titis, receiving moist compresses to his lower legs, and cala- 
mine lotion to the rest of his body. During the first 10 hos- 
pital days he remained afebrile, ate well and felt relatively 
comfortable. There was some improvement of his derma- 
titis and marked relief from the pruritus. The pigmentation 
remained unchanged. On the 9th hospital day, repeated 
checking showed a blood pressure of 145/95 to 150/100. 

On the 11th hospital day the patient became drowsy, but 
stated that otherwise he felt fine. His blood pressure dro ped 
to 70/45, the pulse rose to 120, and his temperature to 105° F. 
by rectum. He vomited once during the day but thereafter 
took some fluids and soft food by mouth without nausea, 
vomiting or diarrhea. The white-cell count was 17,400, with 
50 per cent neutrophils; a blood culture showed no growth; 
the nonprotein nitrogen was mg., the creatinine 4.5 mg., 
the chloride (as sodium chloride) 4.44 mg., and the fasting 
blood sugar 114 mg. per 100 cc. 

Addisonian crisis was suspected. Despite vigorous treat- 
ment with physiologic saline solution, glucose and adreno- 
cortical hormones, the patient became progressively worse 
and died on the twelfth hospital day. ie 
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At autopsy* the skin of the face, chest, abdomen and extrem- 
ities was tannish brown. The anterior aspects of the lower ex- 
tremities showed the skin to be scaly and desquamating. The 
serous Cavities were not remarkable. 

The heart weighed 250 gm. Except for brown atrophy of 
the myocardium, a thickening fibrosis and retraction of the 
mitral leaflets there were no gross abnormalities. The chor- 
dae tendineae were thickened, fused and shortened. 

The lungs showed early acute bronchopneumonia at the 
bases of the lower lobes, and firm bilateral apical scars were 
present. The tracheobronchial lymph nodes were calcified. 

The liver and gall bladder and extrahepatic bile ducts re- 
= no gross abnormalities. The spleen was not remark- 
able. 

The right suprarenal gland measured 1 by 0.1 cm. and 
weighed 1.2 gm. It was extremely soft in consistence, and the 
cortex was determined with difficulty. It was absent in some 
areas and when present was thin and tan. The medulla was 
a deep purple gray. The left suprarenal gland measured 1.2 


4 


Ficure 2. Hematoxylin and Eosin Stain of Kidneys, Showing 
ronic Glomerulonephritis (x350). 


by 0.1 cm. and weighed 1.3 gm. Grossly it was similar to the 
right, with the addition of small, pinhead-sized, nodular areas 
of yellow-tan cortex. 

The kidneys together weighed 120 gm. They were equal 
in size; the right kidney was firm in consistence, and the cap- 
sule stripped with difficulty, tearing the gray tan granular 
cortex. The granules were irregular. On section the cortex 
measured 3 mm. in diameter and was yellow gra}, and the 
markings were indistinct. The medulla was purple gray, and 
the corticomedullary demarcation was indistinct. The mu- 
cosa of the renal pelvis was gray white and smooth. The left 
kidney was similar in appearance. 

The remainder of the organs showed no gross lesions. The 
central nervous system was not examined. 

On microscopical examination the important lesions were 
found in the suprarenal glands and the kidneys. The former 
showed the cortex to be present as nodular clusters of en- 
larged cells. Many of the cells contained a brown granular 
pigment in their cytoplasm. Cortical cells were seen, showin 
retrogressive changes as evidenced by remnants of cells an 
fragmented nuclei. Both cortex and medulla showed some 
fibrosis and lymphocytic infiltration (Fig.1). 

The glomeruli of the kidneys were not uniformly affected. 
Many showed fibrosis of the glomerular tufts and fibrous ad- 
hesions between the lobules a the tufts and capsule. Rarely, 
glomeruli were converted into balls of fibrous tissue. Normal 
glomeruli were seen. The tubules in the region of the fibrosis 
showed atrophy. The interstitial and connective tissue was 


*Performed by Dr. Benjamin Newman, pathologist, Veterans Admin- 
istration Hospital, Togus, Maine. 
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increased in amount, and there were infiltrations of lymphoid 
cells. The small arteries and arterioles showed slight arteri- 
olosclerosis (Fig. 2). : 

e pathological diagnoses were idiopathic cytotoxic at-, 
rophy of the suprarenal glands; chronic glomerulonephritis; 
mitral stenosis and insufficiency; healed apical tuberculosis 
and healed calcified tuberculosis of the mediastinal lymph 
‘nodes; brown atrophy of the myocardium; and bilateral, 
basal, acute bronchopneumonia. 


Discussion 


The combination of chronic glomerulonephritis 
and adrenal insufficiency is not common. In this 
case, it made the diagnosis of Addison’s disease un- 
certain until crisis, as manifested by collapse, hypo- 
tension, hyperthermia and death, occurred. The 
addition of a severe contact dermatitis served fur- 
ther to obscure the underlying adrenal disease. 

Asthenia, fatigue and nervousness had been pres- 
ent but only since the onset of the generalized itch- 
ing dermatitis. Weight loss was absent. Typical 
pigmentation of the oral mucosa was present. The 
true significance of the widely distributed skin pig- 
mentation was not at first appreciated, but was at- 
tributed to the long-standing dermatitis. Anorexia, 
nausea and vomiting were almost completely ab- 
sent—the patient vomited only once after going 
into crisis. Until the onset of crisis he maintained 
a high blood pressure. This is not unusual in pa- 
tients who have had a pre-existent hyper- 
tension,!—* 18 which this patient may well have had, 
on the basis of chronic glomerulonephritis. 

Hypoglycemia was not present and the blood 
chloride was a low normal. The elevated blood urea 
nitrogen could be explained on the basis of chronic 
renal disease. A Kepler—Power water-diuresis test!® 
would have been of no diagnostic value, since the 
presence of impaired concentrating power of the 
kidney would in itself cause a positive reaction; 
17-ketosteroid excretion?® could not be measured, 
since sufficient laboratory resources were not im- 
mediately available. 

As the diagnosis of adrenal insufficiency was ob- 
scured by the presence of renal disease and a severe 
dermatitis, this combination presented definite thera- 
peutic problems. The reason for the final hospital- 


ization and the most pressing complaints was thew, 


severe dermatitis, and our first therapeutic efforts 
were directed against this problem. When full- 
blown Addisonian crisis did occur, the presence of 
renal disease probably contributed to the ineffec- 
tiveness of hormone therapy. Thorn, Dorrance and 
Day? imply that desoxycorticosterone acetate is 
contraindicated in cases of Addison’s disease asso- 
ciated with hypertension. They found, in fact, re- 
sultant hypertension in some of the patients treated 
with desoxycorticosterone acetate, even in the ab- 
sence of pre-existent hypertension. The action of 
adrenocortical hormones on the retention of sodium 
is dependent on an intact, functioning end-organ, 
the renal tubule. The presence of the tubular in- 
sufficiency as evidenced by a low urinary specific 
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gravity may well have hastened the death of this 
patient. 

It appears that even a small amount of adrenocor- 
tical tissue is adequate for body needs under ordi- 
nary circumstances. 

The marked renal disease, by impairing over-all 
sodium chloride loss, may have modified to some 
extent the sodium chloride deficit that frequently 
precipitates Addisonian crisis. 

In the presence of combined Addison’s disease 
and kidney disease in which salt and water-hormone 
studies fail to distinguish between the two diseases, 
the levels of carbohydrate in the blood become very 
important as a diagnostic measure. In the case re- 
ported above the only recorded blood sugar deter- 
mination was normal, which leads us to believe that 
even a small amount of adrenal cortex was adequate 
to maintain a normal fasting blood sugar. — 

Specific diffuse renal disease is no more common 
in Addison’s disease due to idiopathic atrophy than 
one might expect on a basis of coincidence. When 
it is present, as in this patient, it poses problems 
regarding both early correct diagnosis and the effec- 
tiveness of specific therapy. 


SUMMARY 


A fatal case of idiopathic adrenal atrophy com- 
plicated by chronic glomerulonephritis is presented. 

Specific diffuse renal disease is an unusual com- 
plication of Addison’s disease. Its presence may 
make diagnosis and treatment more difficult. 
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SPASM AND FIBROSIS OF THE SPHINCTER ANI DUE TO REFLEX ACTION* 


Francis C. Newton, M.D.,t anp Cuarztes A. Maccrecor, M.D.t 


BOSTON 


PASM and fibrosis of the anal sphincter asso- 
ciated with a long history of marked constipa- 
tion, tenesmus, mild intermittent abdominal cramps 
and an almost daily intake of cathartics is a rather 
frequently observed clinical entity about which 
little has been written, but which is important 
‘enough on occasions to suggest major but unneces- 
sary surgery 

Twenty-one cases are reviewed in the present 
study. These patients were first seen because of 
variable complaints. Some sought advice because 
of constipation alone. Others complained of tenes- 
mus. The majority, however, complained of vague 
abdominal discomfort, intermittent mild abdominal 
cramps, a sense of pelvic fullness, anorexia, flatus 
and marked constipation. All the symptoms at 
first are of such mild character that the progress 


*From the Surgical Clinic, Peter Bent Brigham Hospital. 
¢Clinical professor of surgery, Harvard Medical School; 
Peter Bent Brigham Hospital. 
Assistant and Arthur Tracy Cabot Fellow in Surgery, Harvard Medical 
ool; junior associate in surgery, Peter Bent Brigham Hospital. 


surgeon, 


of the disease is very insidious. And because it is 
so insidious and gradual, it is allowed to establish 
itself as a part of the patient’s life before he is aware 
that it requires medical advice; it is considered a 
minor problem in hygiene, requiring only home 
remedies. 

It is much more prevalent among women than 
men. Of the 21 patients, 19 were women. Pos- 
sibly this is because women lead a less active and 
more sedentary life in general than men and thus 
are more prone to constipation. The average age 
was fifty-five years, the youngest patient being 
twenty-nine and the oldest eighty-seven. All but 
2 gave a history of marked constipation needing 
almost daily cathartics for many years. All but l 
had some tenesmus. A few had had minimal or 
moderate rectal bleeding on occasions. Not one 
of the women had had any degree of prolapse, 
which is of interest in that constipation played a 
predominant part in the syndrome. Three patients 
stated that borborygmus was an annoying symp- 


. 
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tom. Eight stated that flatus was prominent. Eight 
also complained of a sense of fullness in the pelvis. 
Twelve had intermittent mild or moderately severe 
low abdominal cramps. Six of the 21 patients also 
had anorexia or mild nausea, or both. 

The self-medication varied considerably but in 
general consisted of the taking of various forms 


Ficure 1. Longitudinal Section of a Normal Anal Canal at 
the Level of the Junction of the Internal and External Sphincters. 
The internal sphincter consists of smooth muscle and is on 
the right. A moderate amount of fatty subcutaneous tissue can 
be seen overlying the striated muscle of the external sphincter. 


of mild cathartics. For example, 1 patient had 
taken approximately 14 pint of mineral oil daily 
for fourteen years. She had started it fourteen 
years previously on her doctor’s advice after a 
hemorrhoidectomy. The vicious circle that was 
established is all too familiar to most proctolo- 
gists.!* A second patient had moved her bowels 
only with the aid of enemas for seventeen years. 
A third had been on a peptic-ulcer regimen for 
about five years with various constipating antacids 
and alkalis. In all but 1 case there was a long his- 
tory of frequent catharsis averaging ten to fifteen 
years. 

Physical examination always revealed a marked 
degree of spasm of the anal sphincter. In many 
cases the examiner was unable to introduce even 
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the tip of his finger without causing considerable 
pain.? Both the internal and external sphincters 
were found to be spastic, hypertrophied, hard and” 
hyperirritable. Moreover, in most cases, the in- 
ternal sphincter was definitely smaller in diameter 
than the external. 

In 6 cases no other rectal or anal disease was 
found. In 4, hypertrophied papillae or small anal 
polyps were present. An additional 4 patients had 
very small external and internal hemorrhoids. Five 
showed either a small established fissure in ano or 
areas of abrasion of the anal canal. These asso- 
ciated pathologic conditions in no case seemed 
severe enough to have been the cause of the pa- 
tient’s symptoms. Rather, they merely acted as 
an aggravating factor in the vicious circle of con- 
stipation, catharsis, spasm and fibrosis of the 
sphincter. 

A recent patient (P.B.B.H. L8421), with a his- 
tory of excessive use of mineral oil daily for over 
twenty years, received dilatation and partial divi- 
sion of the external sphincter under general an- 
esthesia. Sigmoidoscopy was carried out at the 
same time, revealing two small polyps 12 and 18 
cm. from the anal canal. These were excised and 


Figure 2. Longitudinal Section of the Anal Canal in Case “ 
54327, Showing the Muscle Fibers of the External Sphincter 
Ten Days after Partial Division. 


on microscopical examination one proved to be 
malignant. Accordingly, after suitable preparation, 
a combined abdominoperineal resection was car- 
ried out, thus giving an unusual opportunity for 
microscopical examination of the tissues in the 
region of the anus. 

Figure 1 demonstrates a longitudinal section of 
the anal canal at the junction of the external and 
internal sphincters. The internal sphincter, which 
is smooth muscle (involuntary), is seen on the right, 
and the external sphincter, which is striated muscle 
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(voluntary), is on the left, separated by only a 
small amount of fibrous tissue. It is important to 
note the character of each muscle group and also 
of the small amount of fibrous and fatty tissue 
making up the subcutaneous layers. 

Figure 2 presents a longitudinal section of the 
anal canal in the case mentioned above, demon- 
strating the effect of the partial division of the ex- 
ternal sphincter. The striated muscle fibers show 
fatty degeneration and atrophy. There is only a 
moderate amount of fibrosis of the subcutaneous 
tissue, and this is most apparent overlying the in- 
ternal sphincter. 

One patient refused operation, but all others had 
a dilatation of the anal sphincters and partial divi- 
sion of the external sphincter. 

In the following case, illustrating the need for 
accurate recognition of this diagnostic problem, 


)) 


Ficure 3. Procedure for Dilatation of the Anus. 

The gloved hands " the surgeon are covered with vaseline, and, 
with the dorsum of the hands approximated, the index fingers 
are inserted into the anus. The fingers are introduced full 
depth, moderately flexed, and then pulled outward as the hands 
are rotated slowly from side to side, increasing constantly a 
firm, persistent tension on the sphincter muscles. (Reproduced 
from Cutler and Zollinger® by permission of the publisher.) 


the patient gave such a vague yet incapacitating 
history that abdominal exploration was carried 
out to rule out a chronic obstruction thought pos- 
sibly due to adhesions or a slowly growing tumor. 


L. M. (P.B.B.H. $45291), a 66-year-old single woman, 
was admitted to the hospital complaining of intermittent 
lower abdominal pain and occasional episodes of nausea. 
The pain was frequently relieved by the passage of flatus. 
She had also been troubled with severe persistent constipa- 
tion requiring frequent catharsis and enemas. Mineral oil 
two or three times a day, followed by a cathartic in the 
evening had been her routine for many years. She stated 
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that her stools were usually partially fluid and that solid 
movements were very painful. There had been no bloody 
stools or protrusion of any rectal masses. No previous sur- 
gery had been carried out. 

Physical examination of the abdomen was negative. 
Rectal examination revealed a firm stricture about 1.5 cm. 
within the anal rim. This stricture appeared to be a con- 
traction of the whole anal canal rather han a thin diaphragm. 


| 


Ficure 4. Incision of the Spastic External Sphincter. 
When necessary, the incision is made in the midline posteriorly 
and is carried only as deep as is necessary to obtain definite 
relaxation of the sphincter. Complete division is obviously 
to be avoided to avoid incontinence. Usually, however, the 
danger of this is minimal since the ridge of spastic tissue generally 
does not involve the entire sphincter. : 


The tip of the forefinger only could penetrate it, and attempts 
to dilate it were extremely painful. There was no blood on 
the examining finger. 

Preoperatively, the diagnosis seemed obscure. It was 
difficult to see how the stricture of the anal canal could be 
the causative factor, because it was not tight enough to in- 
terfere at all with the passage of gas andethe patient always 
had had loose stools. 

Urinalysis and blood studies, were negative. 

A barium enema was nofmal. Exploratory laparotomy - 
was carried out on the 4th hospital day under avertin and 
ether anesthesia, and very careful and thorough exploration 
revealed no disease. The appendix was removed as an in- 
cidental procedure and was later reported as normal by the 
pathologist. Immediately after the laparotomy, anal dilata- 
tion was performed, and an incidental small anal polyp 
noted. Two weeks later, excision of the small anal polyp 
was carried out. Further examination at that time reveal 
nothing additional. The polyp presumably played no part 
in the basic disease. The patient was discharged with bowel 
movements normal and free from tenesmus for the first time 
in 20 years. 

Four years later the patient was seen and examined by 
the surgeon. She had been on a normal diet without laxa- 
tives or catharsis and had had normal bowel movements 
with only occasional tenesmus. 


The treatment advocated consists of anal dilata- 
tion under a general anesthetic (Fig. 3). This 
should be carried out slowly (to avoid tearing of 
the muscle fibers, with resultant hematoma and 
fibrosis) over a period of ten minutes, until one is 
able to insert a total of four or five fingers to their 
full depth with ease. Frequently, one is forced par- 
tially to incise the external sphincter in the mid- 
line posteriorly because of a shelf-like hyperplasia 
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or even fibrosis of the tissue (Fig. 4). This will 
be felt as a firm, unyielding ring just below (caudad 
to) the mucocutaneous junction. Such incision is 
occasionally erroneously referred to as a pec- 
tinotomy. It is well to carry out sigmoidoscopy or 
proctoscopy now if one has been unable because 
of the spasm to do so previously. Also, hemor- 
rhoidectomy, excision of polyp or curettage of a 
fissure, if indicated, should then be done. 

Local injections of an anesthetic to control points 
of discomfort are considered unnecessary since 
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Ficure 5. Young’ s Dilators. 


the dilatation itself prevents any painful spasm 
of the sphincter. If the external sphincter requires 
partial division or other disease, such as hemor- 
rhoids, polyps or fissures, has been present, the 
postoperative treatment should consist of clear 
fluids without milk for four days, followed by a 
gradual return to a normal high-residue diet with- 
out catharsis for the next two or three days. If 
no abnormality other than spasm is found, a high- 
residue diet without catharsis may be resumed 
immediately. Beginning on the fourth day in the 
uncomplicated case, rectal dilatation should be 
performed daily, either digitally or by the use of 
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Young’s dilators (Fig. 5). These consist of a 
series of graduated dilators, which may be passed 
by the patient with the aid of a small amount of 
lubricating jelly, beginning with the smallest and. 
working up to the largest size each time. The daily 
dilatation should be continued as long as is re- 
quired to re-establish normal bowel habits. Periodic 
rectal examinations should be made by the 
physician to detect any tendency to recurrence of 
the anal spasm. 

In the 21 cases in the present series, follow-up 
reports varying from six months to five years give 
consistently good results. Only 1 case required 
readmission for a second dilatation. It is of interest 
that 2 cases showed extensive diverticulosis, quite 
possibly a result of the constipation and straining. 


SUMMARY 


A clinical entity of spasm and fibrosis of the 
sphincter ani, with marked constipation, chronic 
excessive use of cathartics and vague symptoms of 
abdominal discomfort, anorexia, cramps, tenesmus 
and flatus, is described and 21 cases reviewed. 

The incidence is far greater in women than in men. 

The average age when the disease is recognized 
is fifty-five years. 

The average duration of symptoms is ten to 
fifteen years. 

Treatment consists of anal dilatation with or 
without partial division of the external sphincter. 

Postoperative care should include a high-residue 
diet (unless diverticulosis is present) without 
catharsis and with anal dilatation by the patient 
and follow-up examinations by the physician. 
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SUCCINATE THERAPY IN ACUTE RHEUMATIC FEVER* 


René Wécria, M.D.,{ Epwarp E. Fiscuet, M.D.,{ anp Paut E. Witson, M.D.§ 


NEW YORK CITY 


N 1945, Gubner and Szucs! compared the efficacy 
of several drugs in the treatment of acute 
rheumatic fever. They reported that a group of 
patients treated with ascorbic acid and a succinate 
compound, subenon (calcium double salt of benzoic 
acid and succinic acid benzyl esters), introduced 
in 1936,2** responded more favorably than a group 
of patients treated with ascorbic acid and salicylate. 
They stated that fever, leukocytosis and elevation 
of the erythrocyte sedimentation rate subsided 
more promptly, that carditis developed in fewer 
patients, that “relapses” of rheumatic activity were 
less frequent and that the average duration of the 
period of hospitalization was shorter in the patients 
treated with succinate. The purpose of this paper 
is to report the observations made on a small group 
of 10 patients treated with subenon. 


METHOD 


Cases were selected in which a definite diagnosis 
of acute rheumatic fever could be established. To 
reach the diagnosis and to follow the course of the 
disease, the following clinical and laboratory data 
were used: history, physical examination, tem- 
perature, blood counts, erythrocyte sedimentation 
rate,* throat culture, antistreptolysin titer and 
electrocardiogram. In most cases, therapy was 
instituted within forty-eight hours after admission, 
this time being used to establish the diagnosis and 
collect the necessary: data. All the patients were 
given slightly larger doses of subenon (5.4 to 7.2 
gm. daily) than those in the studies of Gubner and 
Szucs! (4.0 to 5.3 gm. daily), except 2 patients, 
five and nine years old, who received 3.6 gm. every 
day. Two patients received some ascorbic acid. 
As Gubner and Szucs reported that the erythro- 
cyte sedimentation rate returned to normal values 


~ within the first twenty-four days of subenon therapy 


in all their cases, we attempted to keep our pa- 
tients on succinate therapy exclusively for at least 
three weeks. The results observed in a group of 
patients receiving either small or large doses of 
salicylate, reported in a previous study,® were used 
as a background to evaluate the course of the 
disease during subenon therapy. 


*From the departments of Medicine and Pediatrics, Presbyterian 
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Case 


Case 1. A 40-year-old Irish housewife, who had had a 
sore throat 4 weeks before admission, developed a tem- 
perature of 101°F. and had pain in both hips and heels 4 
days before admission. She was admitted to the hospital 
with the diagnosis of acute rheumatic fever. She was ob- 
served for 214 days, during which the temperature ranged 
between 101 and 102°F., and the heart rate between 100 
and 130. The sedimentation rate was 107 mm. in 1 hour, 
and the white-cell count 13,000. Subenon (1.8 gm. every 
6 hours, day and night) was started on the 3rd day and 
continued for 12 days. Ascorbic acid 100 mg. every day 
was also given from the beginning of the 2nd week. During 
the first 2 days of subenon administration, acute arthritis 
of both knees, elbows, wrists and all fingers, which required 
up to 500 mg. of demerol a day, developed. Signs and symp- 
toms of the rheumatic polyarthritis persisted until the ad- 
ministration of aspirin. On the fourth day of subenon ad- 
ministration, pericarditis developed, and a gallop rhythm 
was heard. The temperature ranged between $9 and 101°F.; 
the heart rate remained unchanged. The white-cell count 
rose to 19,000, and the sedimentation rate to 119 mm. in 
1 hour, remaining above 110 until the 18th hospital day. On 
the 15th hospital day the sedimentation rate was still 113 mm. 
in 1 hour. Signs and symptoms of the rheumatic poly- 
arthritis had persisted. Subenon was stopped, and acetyl- 
salicylic acid was given. The sedimentation rate began 
to fall steadily 4 days later, and the polyarthritis improved 
immediately. 


During the administration of subenon, this patient 
with acute rheumatic polyarthritis showed no ob- 
jective or subjective signs of improvement and 
developed myocarditis and pericarditis. 


Case 2. A 5-year-old Negress who had had a sore throat 
2 weeks before admission complained, 1 week before ad- 
mission, of pain in both knee joints followed within 3 we 
by pain in the elbows and wrists. She was admitted to the 
hospital with a diagnosis of acute rheumatic polyarthritis. 
The temperature was normal. She had a sinus tachycardia 
(rate of about 120 per minute) and a normal PR interval. 
The sedimentation rate was 68 mm. in 1 hour. Nose and 
throat culture revealed beta-hemolytic streptococci. The 
antistreptolysin titer was 832 units. Subenon (0.6 gm. 
every 4 hours, day and night) was administered from the 
2nd hospital day for 6144 weeks. Ascorbic acid (0.1 gm. 
every day) was also given. The patient remained asympto- 
matic but kept having a marked sinus tachycardia (rate 
up to 160 per minute). At the end of the 4th week, she de- 
veloped subcutaneous nodules. Her temperature remained 
normal except for an occasional day when it rose to 101.6°F. 
The sedimentation rate fell slowly from to 46 mm. in 
1 hour at the beginning of the 3rd week, rose within 1 week 
to 83 mm. and fell slowly to 53 mm. by the middle of the 
7th week. At that time a gallop rhythm developed, and 
subenon was discontinued. 


During six weeks of subenon therapy, this patient 
developed subcutaneous nodules and gallop rhythm 
and kept having febrile episodes. The sedimentation 
rate, after an initial slight decrease, rose to higher 
levels than on admission and was still markedly 
elevated at the end of the period of subenon ad- 
ministration. 


Case 3. A 9-year-old girl had had a sore throat, acute 
catarrhal otitis media and migratory polyarthritis 2 weeks 


, 
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before admission. One week before admission, she was given 
sulfadiazine and aspirin. She was admitted to the hospital 
with a diagnosis of acute rheumatic polyarthritis. Durin 
2 days of observation, her temperature ranged between 10 
and 104°F., and her heart rate between 100 and 120. The 
sedimentation rate was 110 mm. in 1 hour. Rough systolic 
and diastolic murmurs heard at the apex were thought to | 
due to a previous subclinical attack of rheumatic valvulitis. 
On her 2nd hospital day the administration of subenon 
(0.9 gm. every 6 hours) was begun. Her temperature re- 
mained between 101 and 104°F. There was an increase in 

mptoms and signs of the polyarthritis, and several addi- 
tional joints became involved. The sedimentation rate 
rose from 110 to 132 mm. in 1 hour on the 6th day of subenon 
therapy and varied between 100 and 110 mm. for the next 

weeks. An electrocardiogram taken on the 14th day of 
subenon therapy revealed that, with the same heart rate 
as before, the BR interval had risen from 0.14 to 0.24 second. 
Because 18 days of subenon therapy had not brought about 
any improvement in symptoms or signs, it was discontinued. 
The institution of salicylate therapy was followed by a rapid 
drop of the temperature and a return of the PR interval to 
normal (0.16 second) within 4 days. 


In this case of acute rheumatic polyarthritis 
subenon did not produce any subjective or ob- 
jective improvement and did not prevent the in- 
volvement of other joints and the appearance of 
a marked prolongation of the PR interval. 


Case 4. A 49-year-old Negro with hypertensive and 
arteriosclerotic heart disease had had acute rheumatic poly- 
arthritis 7 years before admission. Three weeks before :ad- 
mission, the patient had an upper respiratory infection 
followed 1 week later by acute migratory polyarthritis. He 
was admitted to the hospital with a diagnosis of acute rheu- 
matic polyarthritis. On the 2nd hospital day, the adminis- 
tration of subenon (1.2 gm. every 4 hours) was begun and 
continued for 36 days. The temperature ranged between 
100 and 102°F. and became normal after 1 week. The sedi- 
mentation rate, which was mm. in 1 hour on admission, 
rose to 100 mm. within 10 days and remained between 100 
and 110 mm. for another 3 weeks. After 37 days of hos- 
manag (36 days of subenon therapy), it was still 90 mm. 

merol and codeine were used to control the joint pain, 
which persisted throughout the 5 weeks of subenon therapy. 
Additional joints became involved during the same period. 
Digitoxine and mercurial diuretics, which the patient had 
been receiving for 2 years because of cardiac failure due to 
arteriosclerotic heart disease, were continued. On admission, 
a throat culture yielded a hemolytic streptococcus. Penicil- 
lin (10,000 units by intramuscular injection every 4 hours) 
was also given from the 3rd to the 22nd hospital day. 
Subenon was discontinued after 36 days of administration. 
The patient then received acetyl salicylic acid, which was 
promptly followed by the usual subjective and objective 
signs of improvement of the arthritis. The sedimentation 
rate fell to 22 mm. in 1 hour after 25 days of salicylate therapy. 


In this case of acute rheumatic polyarthritis the 
temperature became normal after twelve days of 


subenon administration. The patient, however, 
kept having signs and symptoms of acute poly- 
arthritis and developed arthritis in joints pre- 
viously not involved. The sedimentation rate 
rose markedly during subenon administration, re- 
mained elevated and was still 90 mm. in 1 hour — 
that is, higher than on admission — after five 
weeks of subenon therapy. 


Case 5. A 16-year-old boy, who had had chills and fever 
3 weeks before admission and a sore throat 2 weeks before 
admission, developed acute migratory polyarthritis of the 
knees, ankles and toes 1 week before admission. He was 
admitted to the hospital with a diagnosis of acute rheumatic 
polyarthritis. From the 2nd hospital day, he received 1.2 
gm. of subenon every 4 hours, day and night, for 32 days. 
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His temperature, which ranged between 102 and 103°F. 
for 6 days, returned to normal within 10 days and remained 
normal thereafter. The signs and symptoms of arthritis 

rsisted for 9 days, and during that period, additional 
joints became involved. Large amounts of demerol and 
codeine had to be used to control the pain. The sedimen- 
tation rate, which was 108 mm. in 1 hour on admission, was 
118 and 103 mm. respectively on the 7th and the 12th hos- 
pital day. By the 16th hospital day it was 57 mm., and 
it then came down progressively to normal (20 mm. or less) 
by the end of the 4th hospital week. The PR interval, 
which was 0.18 second on admission, with a heart rate 
87 per minute, was 0.20 second on the 6th hospital day 
with a heart rate of 80; on the 25th hospital day, it was 0.16 
second, with a heart rate of 70. Subenon therapy was dis- 
continued after 32 days. The patient was discharged home 
well after a period of 49 days in the hospital. 


In this case of acute rheumatic polyarthritis, 
probably with mild rheumatic myocarditis, there 
was clinical improvement with subenon, and the 
sedimentation rate came down to normal on the 
twenty-sixth day of subenon administration. 


Case 6. A 42-year-old Negress who had had a sore throat 
4 weeks before admission developed acute arthritis of the 
left knee 1 week before admission and 2 days later had pain 
in the right hip. She was admitted to the hospital with a 
diagnosis of acute rheumatic polyarthritis. Her tempera- 
ture was 102°F., the sedimentation rate 88 mm. in 1 hour, 
and the antistreptolysin titer 712 units. The administration 
of subenon (1.2 gm. every 4 hours) was begun on her 3rd 
hospital day and continued for 18 days. Until the end of 
this period, heavy doses of demerol and codeine had to be 
used for the arthralgia, and the patient developed arthritis 
of the elbows, shoulders and wrists. Her temperature ranged 
between 100 and 104°F. throughout the period of subenon 
administration. The sedimentation rate, which rose to 130 
mm. in 1 hour on the 4th day, was 127 mm. on the 14th 
day and 110 mm. on the 18th and last day of subenon ad- 
ministration. The PR interval, which was 0.18 second on 
admission, rose to 0.24 second with a slightly higher heart 
rate on the last day of subenon therapy. The administra- 
tion of subenon was stopped after 18 days. The patient was 
then given sodium salicylate and improved. 


Although treated with subenon, this patient con- 
tinued to have fever and migratory polyarthritis; 
the sedimentation rate rose, remaining markedly 
elevated. The PR interval became prolonged after 
eighteen days of subenon therapy. 


Case 7. A 7-year-old girl who had had a severe sore 
throat 3144 weeks before admission had fever and a mild knee 
ache 3 days before admission. She was admitted to the hos- 
pital with a diagnosis of acute rheumatic arthritis and rheu- 
matic myocarditis. Her temperature was 103°F., the sedi- 
mentation rate mm. in 1 hour, and the PR interval 
0.20 second, with a heart rate of 130 per minute. The ad- 
ministration of subenon (0.9 gm. every 4 hours) was begun 
on the 3rd hospital day and continued for 21 days. The 
symptoms of arthritis were very mild and transient before 
any therapy and could not be used to evaluate the course 
of the disease. The patient’s temperature, ranging between 
100 and 103°F. during the control period, fell gradually to 
normal within 1 week of hospitalization. The sedimentation 
rate, which was 106 mm. in 1 hour on admission, was 102, 
and 62 mm. after 4, 10 and 17 days of subenon administra- 
tion, respectively. The heart rate and the PR interval 
decreased progressively: the PR interval, which was 0.20 
second a a heart rate of 130 on admission, was 0.20, 
0.19 and 0.16 second with a heart rate of 90 per minute 
after 4, 10 and 17 days of subenon therapy, respectively. 
The patient was discharged home on the same regimen after 
21 days of subenon therapy. Fourteen days later, when 
seen in the clinic, she was well, but her sedimentation rate 
was still 55 mm. in 1 hour. 
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In this case of acute rheumatic fever with mild 
monoarthritis and myocarditis, the patient im- 
proved clinically, but the sedimentation rate was 
still markedly elevated after twenty-one days of 
subenon therapy. After another fourteen days 
of subenon therapy at home, the sedimentation rate 
was still 55 mm. in 1 hour. 


Case 8. A 14-year-old girl,“ who had had chorea at 
the age of 10, had a sore throat 1 month before admission 
and intermittent fever with a mild ache in the left foot for 
the 10 days preceding admission. She was admitted to the 
hospital with a diagnosis of acute mild rheumatic poly- 
arthritis and myocarditis. On admission she had a mild 
ache in the left knee and both hips. Her temperature was 
100.4°F. and never rose above 101°F. The sedimentation 
rate was 55 mm. in 1 hour. The administration of subenon 
(1.2 gm. every 4 hours) was begun on the 3rd hospital day 
and continued for 32 days. The joint pains, which were 
mild even during the control period, subsided gradually 
although she kept having an occasional pain in other joints 
than those involved on admission. The sedimentation rate 
rose from 55 to 86 mm. in 1 hour by the sixth day of subenon 
therapy and was 70, 50, 55 and 50 mm. after 13, 20, 22 and 
29 days of subenon administration respectively. The electro- 
cardiogram taken on admission showed nodal tachycardia; 
when the next electrocardiogram was taken 2 weeks later, 
the patient had converted to regular sinus rhythm with a 
heart rate of 80 and a PR interval of 0.20 second. The PR 
interval was still 0.20 second after 25 days of subenon Satay. 
After a 32-day period of subenon administration the sedi- 
mentation rate was still 50 mm., and sodium salicylate therapy 
was begun. After 21 days of salicylate administration, the 
sedimentation rate became normal, and the PR interval 
was 0.18 second with a heart rate of 65. 


In this case of mild acute rheumatic fever no ob- 
vious effect of subenon was noted on the sedi- 
mentation rate or the electrocardiogram, the only 
criteria available in the study of this case. 


Case 9. A 17-year-old boy, who had had acute rheumatic 
ae tele we at the age of 8, had a pharyngitis 1 month 

fore admission, and joint pains during the week poses 
admission. He was admitted to the hospital with a diag- 
nosis of acute rheumatic polyarthritis, sg gy both knees 
and ankles, with acute myocarditis. On the first hospital 
day, his temperature ranged between 101 and 102°F., and 
his heart rate between 100 and 130. The sedimentation 
rate was 55 mm. in 1 hour. An electrocardiogram showed 
a PR interval of 0.26 second, with a ventricular rate of 100. 
On the 2nd a % day the administration of subenon 
(1.2 gm. every 4 hours day and night) was started, and it 
was continued for 34 days. Large amounts of demerol 
were required for analgesia. The patient’s temperature 
remained above 101°F. for the first 6 days of subenon ad- 
ministration, and dropped to between 100 and 101°F. dur- 
ing the following week, after which it became and remained 
normal until the end of the 6th week of hospitalization. 
On the 2nd hospital day the patient developed acute peri- 
carditis. The sedimentation rate rose to 118 mm. in 1 hour 
on the 5th day of subenon administration, decreasing grad- 
ually to 45 mm. by the end of the 5th week. At that time, 
the joint pains had progressively subsided, the PR interval 
had gradually decreased to 0.20 second with a ventricular 
rate of 84, and subenon was discontinued. One week later, 
the patient’s temperature rose to 101°F., and the sedimen- 
tation rate to 61 mm. in 1 hour. The joint pains reappeared, 
and the PR interval increased to 0.24 second. The ad- 
ministration of subenon was resumed for another 29 days. 
At the end of that period, the symptoms had gradually 
subsided, the sedimentation rate kept varying between 
20 and 35 mm. in 1 hour, and the PR interval was still 0.22 
second, with a ventricular rate of 75. The patient was then 
given sodium salicylate and continued to improve. 


In.this case of acute rheumatic fever (polyarthritis, 
myocarditis and pericarditis) the sedimentation 
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rate ‘was still elevated after thirty-four days of 
subenon therapy. It is impossible to establish the 
nature of the episode that occurred after the ad- 
ministration of subenon had been discontinued, 
but it was very similar to what is observed in cases 
of acute rheumatic fever in which aspirin therapy 
is discontinued prematurely although in such 
cases, recrudescence of rheumatic activity becomes 
obvious within a shorter time.” 


Case 10. A 14-year-old girl, who had had a sore throat 
1 month before admission, developed migratory polyarthritis 
11 days before admission. She was adeaiteed to the hos- 


ee with a diagnosis of acute rheumatic polyarthritis. 
uring the first 3 days of her stay in the hospital, her tem- 
perature ranged between 100 and 103°F., and on the 4th 
day it was about 100°F. The administration of subenon 
(0.6 gm. every 6 hours for 2 days and then 1.5 gm. every 
6 hours for 20 days) was begun on the 5th hospital day. 
No analgesics were required either before or during the 
administration of subenon. The temperature, which fell 
steadily during the period of observation, became normal 
and remained normal from the 6th hospital day. The sedi- 
mentation rate was 43 mm. in 1 hour on admission, rising to 
60 mm. on the 3rd hospital day; it was 52, 45, 22 and 22 mm. 
respectively, on the 2nd, 5th, 9th and 12th days of subenon 
administration. The rate then rose progressively, being 26, 
36 and 41 mm., respectively, on the 14th, 19th and 22nd 
days of subenon therapy. It was then decided to place the 
patient on salicylate therapy. The sedimentation rate be- 
;came normal after 3 weeks of salicylate therapy. 


In this case of mild acute rheumatic polyarthritis 
‘the sedimentation rate, the only ‘constant sign of 
rheumatic activity, fell to almost normal after ten 
days of subenon therapy but rose again while the 
patient was receiving subenon. 


Discussion 


Ten patients with acute rheumatic fever were 
given subenon (a succinic acid derivative) in doses 
reported to be adequate for fifteen to forty-six 
days and were followed carefully. Comparing this 
series of patients receiving succinic acid therapy 
with another series of patients receiving small or 
large doses of salicylates,* we can see no reason to 
believe that the succinic acid derivative is bene- 
ficial in acute rheumatic fever. It does not have 
any of the marked analgesic and antipyretic prop- 
erties of salicylate. It does not prevent, as salicy- 
late usually does, the involvement of additional 
joints by the rheumatic process. It does not prevent 
the appearance of signs of myocarditis any more 
than salicylate does. After the administration of 
succinic acid had been discontinued, several patients 
were given aspirin or salicylate and proved not to 
be cases refractory to treatment such as are occa- 
sionally seen. In view of the comparatively poor 
results obtained with subenon, more cases were not 
studied. 


SUMMARY 


Ten cases of acute rheumatic fever treated with © 
subenon are reported. Neither the natural course 
of the disease nor its signs or symptoms were 
modified by the treatment. 
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An idea of the discreteness of the efferent control 
via the cortex is given by the evidence reported by 
Chang, Ruch and Ward, who with fixed routine of 
stimulation were able to delimit cortical areas con- 
trolling separately a single muscle operating at the 
ankle of the monkey, or even single parts of 
a muscle. Although it is clear from the work of 
Sherrington himself on the instability of motor 
points on the cortex that no entirely rigid ana- 
tomic pathway is responsible for these results, it is 
equally clear that out of a combination of anatomic 
pathway and stimulation characteristics a physio- 
logic connection between cortex and spinal cord is 
open by which individual muscles or their parts can 
be reached. 

If, then, the pyramidal system and for that mat- 
ter the extrapyramidal also are to be regarded more 
in the nature of final common pathways or inter- 
nuncial relay systems it becomes necessary to look 
elsewhere for centers of control or regions of de- 
cision, not necessarily in the sense of cortical areas 
but also in the sense of neuronal pattern. Here three 
general phenomena must be considered. 

Reverberating circuit. Soon after it was found that 
area 4 S acts to diminish cord reflexes, presumably 
by extrapyramidal projections that eventually 
reach the spinal segments, it was observed that the 
same area suppresses electrical activity in the pre- 
central cortex operating by a separate circuit 
through the thalamus.“ Area 8 is presumably also 
a suppressor area operating in the same manner, 
and Penfield and Rasmussen® have recently shown 
that Broca’s area can probably be considered to be 
part of the area 8 suppressor system, because stim- 
ulation of this area in man sometimes produced ar- 
rest of speech without associated movement or sen- 
sation. 
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To such corticocortical circuits through basal 
ganglions and thalamus can be added circuits that 
pass through the cerebellum, and in fact the whole 
of the neocortex of the cerebellum can be considered 
to be occupied with a long circuit from cortex to the 
pons, through to the cerebellum and back to the cor- 
tex via the thalamus. Basically the paleocerebellum 
represents a circuit from somatic and vestibular 
afferents back to the motor system. All represent 
in various degrees systems whereby activity sets up 
a chain of reaction by which in turn activity is reg- 
ulated. To these long-chain reverberating circuits 
must also be added short chain-circuits within the 
cortex itself changing the whole relation of affer- 
ent and efferent systems from a simple stimulus- 
response reaction with a short time course to a con- 
tinuous self-regulation with a long time scale. 

Self-generated rhythm. Continued neuronal ac- 
tivity for long periods after cessation of input can 
and undoubtedly does occur by virtue of the long 
delay paths that the neuronal organization of the 
central nervous system affords. But there is also 
evidence that many cells are in themselves spon- 
taneously rhythmic, or are capable of being stim- 
ulated to rhythmic activity in the proper circum- 
stances, just as a quiescent frog heart is often 
brought back to regular spontaneous beating by a 
few adequate stimuli. 

Larrabee and Bronk* have noted prolonged after- 
discharge, after strong presynaptic stimulation in 
the sympathetic ganglion where the question of 
delay paths cannot arise, and Adrian'® has recorded 
prolonged afterdischarge from thalamic nuclei after 
afferent stimulation. Too little is known of the 
rhythms within the central nervous system, how- 
ever, for one to be entirely certain what part 
rhythmic discharge of a single unit and what part 
rhythmic activity based on interneuronal circuits, 
respectively, play in the final picture as recorded. 

Field effects. ‘Thus far the concept has developed 
of an orderly though complicated interrelation of 


Vol. 239 No. 4 


cells via synaptic junctions. But it is well to remem- 
ber that the interrelations of neurones may tran- 
scend this orderly pattern. The electrical fields sur- 
rounding an active tissue may alter the state of sur- 
rounding cells without refererice to synaptic junc- 
tion in a variety of ways. In the proper circum- 
stances adjacent cells may be directly excited; this 
is the basis for the well known phenomenon of the 
‘rheoscopic frog first described by Matteucci, who 
noted the contraction of a frog muscle whose iso- 
lated nerve was looped over the belly of a first- 
nerve-muscle preparation when this was stimulated. 
Such field effects are responsible for the reflex vol- 
leys seen to emerge from dorsal roots after a single 
afferent volley as observed by Toennies“ and for 
transmission at the artificial synapse as described 
by Granit‘® in which an impulse descending via a 
motor fiber becomes able to set up impulses in ad- 
jacent dorsal-root fibers at a region of injury or tran- 


section. Whether this type of extrasynaptic trans- 


mission ever has any real biologic value is problem- 
atical, but the suggestion that the poorly adapting 
pain fibers involved in a region of nerve injury are 
stimulated by impulses descending via sympathetic 
fibers constitutes one of the most attractive theories 
of the genesis of causalgia.*®’ 46 Even when by vir- 
tue of threshold, geometry or distance the active 
fiber does not directly evoke an impulse in surround- 
ing tissue, it may condition its activity by inhibiting 
or facilitating excitation in it. Thus, Segers et 
al. 47» 48 have shown that excised sections of frog’s 
ventricle beating independently come into syn- 
chronization when placed close enough together, 
and Fessard*® has demonstrated the same phenom- 
enon in isolated segments of electrical organs. Much 
of this work dates from Arvanitaki’s®**®! earlier 
studies. Bremer®’ induced rhythmic potentials 
in the frog’s spinal cord by strychnine poisoning and 
found that even after section of the cord the rhythms 
in the two isolated segments were synchronous, pre- 
sumably by reason of interaction of the electrical 
fields of the two segments. Gerard* 5 has elaborated 
this hypothesis most actively in regard to the cen- 
tral nervous system and has listed the following as- 
pects of function as being 
more readily explainable on the basis of these field 
effects than in terms of transmission through estab- 
lished neuronal patterns®*: the synchronization of 
spontaneous neurone firing, the establishment of new 
neuronal connections between brain centers in con- 
ditioning, central-nervous-system inhibition; func- 
tioning of the cortex in learning, summation of ex- 
citatory and inhibitory impulses reaching separate 
neurone processes, total behavior patterns and the 
phenomena of sensory equivalent. 

But although Bremer considered the persistence 
of synchronization between anatomically separated 
segments of the spinal cord as evidence of the action 
of field effects Sperry®* interprets failure of subdi- 
vision of the sensorimotor cortex by gridiron incision 
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to affect the co-ordination of movements of shoul- 
der, elbow, wrists and digits or to produce deficiency 
in capacity for motor learning as having quite the 
opposite significance, believing that the self-prop- 
agating intracortical potentials cannot spread their 
excitatory effect across a fresh cut in the mam- 
malian cortex. If the evidence Sperry adduces does 
have this significance it means that superficial hor- 
izontal association is much less important than the 
deeper and more vertical intercortical communi- 
cations. Whatever functional importance sponta- 
neous rhythms and field effects may in the future 
prove to have, they serve at present as a valuable 
corrective to thinking of the nervous system as a 
telephone switchboard for the connection of ingoing 
and outgoing calls, however complicated it may be. 

Contact utile between physical and psychic. This 
is the final problem with which the physiologist is 
confronted. and indeed it is the greatest of his re- 
sponsibilities: to elucidate psychologic events in 
terms of neurophysiology. Sherrington® recognized 
this when he wrote in the foreword of the 1947 
edition of The Integrative Action of the Nervous 
System. 


There remains yet another type of integration which 
claims consideration, although to saddle it upon nerve may 
perhaps encounter protest. Integration has been traced, 
at work in two great, and in some respects counterpart, 
= of the organism. The physico-chemical (or for 
short physical) produced a unified machine from what 
without it would be merely a collocation of commensal or- 
gans. The psychical, creates from psychical data a per- 
= ge thinking and endeavouring mental individual. 
Though our exposition kept these two systems and their 
integrations apart, they are largely complemental and life 
brings them co-operatively together at innumerable points. 
Not that the physical is ever anything but physical, or the 
psychical anything but psychical. The formal dichotomy 
of the individual, however, which our description practised 
for the sake of analysis, results in artefacts such as are not 
in Nature. Each such is a quasiorganism which does not 
resemble ourselves, nor does it, pace Descartes, resemble 
dog or cat. For our purpose the two schematic members of 
the puppet pair which our method segregated require to be 
integrated together. Not until that is done can we have 
before us an approximately complete creature of the type 
we are considering. This integration can be thought of as 
the last and final integration. 

But theoretically it has to overcome a difficulty of no 
ordinary kind. 


To this problem Sherrington was forced to con- 
clude that. the time has not yet arrived when one 
can insist, on the basis of precise knowledge, on 
the identity of the two: 


In all those types of organism in which the physical and 
the psychical coexist, each of the two achieves its aim only 
by reason of a contact utile between them. And this liaison 
can rank as the final and supreme integration completin 
its individual. But the problem of how that liaison is af- 
fected remains unsolved; it remains where Aristotle left it 
more than 2000 years ago. There is, however, one peculiar 
inconsistency which we may note as marking this and 
many other psychological theories. They place the soul 
in the body and attach it to the body without trying in ad- 
dition to determine the reason why, or the condition of the 
body under which such attachment is produced. This, 
however, would seem to be a real question. Instead of, as 
is usual in physiology, leaving that impasse unmentioned, 
it seemed better to draw attention to it by the experimental 
observations in this book’s final chapter. 
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Ritchie,*? summarizing Sherrington as a philos- 
opher, put the problem and its lack of solution in 
equally well turned phrases: 


In the purely material realm things and processes, 
though in some respects continuous, are in other respects 
“granular,” wrapped in bundles all separate and all 
similar —the quantum of action, the electron, the atom, 
the molecule. In the organic realm there are also “gran- 
ular” entities on a larger scale that are fundamental —the 
gene, the nervous impulse, the cell. There is in addition 
a process of co-ordination or integration at work, operating 
through purely physical and chemical means, yet exem- 
plifying an order over and beyond the physical order. In 
spite of this integration, the most elaborately integrated 
of all organisms, the human, though possessing a master 
organ, the brain, possesses no master cell. Instead, the 
highest centres of the brain appear to be a kind of republic 
of millions of cells. Where does the mind come in? Mind 
is certainly not granular in the way that atoms and nerv- 
ous impulses are. It is not a special kind of matter or of 
energy, as earlier speculators often suggested. 

The bodily organism which contains millions of cells 
can do a number of things simultaneously by means of re- 
flexes and acquired habits, but the mind attends to 
one thing at a time. It goes so far as to see one visual field 
through the medium of two distinct organs. Moreover, 
for a great deal of psychology knowledge of brain function 
is irrelevant. This is seen equally in the modern work of 
the psychoanalytic school and the many excellent psycho- 
logical observations of Aristotle, who associated the heart, 
not the brain with conscious life. | 


Gerard™ recognized the problem equally well but 
expressed it more forcefully: 

It remains sadly true that most of our present under- 
standing of mind would remain as valid and useful if, for 
all we knew, the cranium were stuffed with cotton wadding. 
In time the detailed correlation of psychic phenomena and 
neural processes will surely come; but today we are hardly 


beyond the stage of unequivocal evidence that the correla- 
tion does exist. 


Here Gerard has shown more courage than Sherring- 
ton, and it is perhaps significant to recall that when 
Bernard Sachs first met Freud in Meynert’s Clinic, 


Freud “devoted himself to anatomy like the rest 
of 


CATHETERIZATION OF THE HEART 


The value of a new technic is measured not only 
by the success with which it meets the criteria for 
which it was introduced but also by the manner in 
which it opens new and hitherto unrealized ap- 
proaches to research. One of the most striking il- 
lustrations of this is afforded by the method of in- 
travenous catheterization whose application to hu- 
man physiology must be credited almost entirely to 
Cournand and his collaborators.** Naturally 
enough, the method has a fairly long background 
in physiology, although perhaps Chauveau and 
Marey® gave the greatest initial impetus by de- 
vising the catheters and transmission systems 
whereby right and left ventricular curves could be 
recorded from the intact unanesthetized horse. Sir 
Charles Sherrington often related to his classes the 
experience of visiting Chauveau’s laboratory at 
Lyon, where ventricular pressure curves were 
demonstrated from a, horse tranquilly eating hay 
outside the opened classroom window. In 1929 
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Forssmann®! & demonstrated that the technic could 
be applied to man, by introducing a catheter into 
his own right auricle from a vein at the left elbow. 
Forssmann had intended the technic to provide a 
safe direct route for intracardiac injection of drugs, 
and reported its use in a patient with peritonitis 
following rupture of an inflamed appendix. The 
catheter remained in place six and a half hours 
before the patient died, but at autopsy no signs of 
damage to the intima or valves of the vessels in 
which it lay were noticed. The tip of the catheter 
had passed into the inferior vena cava. In the early 
years that followed Forssmann’s report, the method 
was employed mainly as a means for introducing 
substances directly into the heart (not drugs, as 
Forssmann had intended, but radio-opaque ma- 
terials for roentgenographic study of the heart and 
great veins), and this still remains one of its most 
important usages, despite the difficulty of injecting 
the material rapidly enough through the catheters 
usually employed; with a larger catheter (size No. 
12 to 14) introduced via the jugular vein more ade- 
quate rates seem to have been achieved.® 

It was, however, its value in permitting deter- 
mination of cardiac output according to the so- 
called Fick principle that gave the method the im- 
portance in human physiology that it holds today. 
In 1870 Fick called attention to the possibility of 
calculating cardiac output from the quantity of 
oxygen or carbon dioxide in arterial and venous 
blood and the uptake of oxygen or output of carbon 
dioxide in a given time. This report, only two 
paragraphs in length, deserves translation and 
quotation in full: 


Herr Fick gave a lecture on the measurement of the 
quantity of blood ejected by the ventricle of the heart in 
each systole, a figure the determination of which is with- 
out doubt of the greatest importance. Nevertheless the 
most different “ow therof have been given. While Th. 
Young placed the value in question at 45 cc., the newer 
textbooks of Physiology give much higher values, which, 
based on the estimations of Volkmann and Vierordt run 
as high as 180 cc. In such circumstances it is unusual that 
no one has yet hit upon the following obvious method by 
which this important value may be determined directly, 
at least in animals. One determines how much oxygen an 
animal takes out of the air in a given time and how much 
carbon dioxide it gives off. During the txperiment one ob- 
tains a sample of arterial and a sample of venous blood. In 

th the content of oxygen and the content of carbon di- 
oxide are to be determined. The difference in oxygen con- 
tents tells how much oxygen each cubic centimeter of blood 
takes up in its course through the lungs, and since 
one knows the total quantity of oxygen absorbed in a given 
time, one can calculate how many cubic centimeters of 
blood passed through the lungs in this time, or, if one di- 
vides by the number of heartbeats in this time, how many 
cubic centimeters of blood are ejected with each beat of the 
heart. The corresponding calculation with the quantities 
of carbon dioxide gives a determination of the same value, 
which controls the first. 

Since two gas pumps are required to carry out this 
method, the lecturer is unfortunately not able to report 
ir na findings. He will therefore give only a cal- 
culation of the extent of the circulation in man according 
to the schema of the method here described, based on more 
or less arbitrary data. According to experiments carried 
out by Scheffer in Ludwig’s laboratory one cc. of arterial 
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blood of the dog contains 0.146 cc. of oxygen (measured 
at 0° temperature and 1 meter Hg. pressure); 1 cc. venous 
dog’s blood contains 0.0905 cc. of oxygen. Each cubic cen- 
timeter of blood takes up in its passage through the lungs 

5 cc. Assume that this were also true in man. As- 
sume further that a man absorbs 833 g. of oxygen out of 
the air in 24 hours. At 0° and 1 m. pressure this would oc- 
cupy a space of 433200 cc. Accordingly 5 cc’s. of oxygen 
would be absorbed by the lungs every second. In order to 
make possible this absorption there must, however, 


according to the above assumption, aise ce. of blood 


flow through the lungs, or 90 cc. Assuming finally 7 sys- 
toles take place in 6 seconds, 77 cc. of blood would 
be ejected with each systole of the ventricle. 


Fick apparently never achieved, and perhaps 
never attempted, the actual experimental deter- 
mination, and it remained for Gréhant and Quin- 
_quaud® and soon thereafter, Zuntz, to make the first 
experimental trials in animals. Technical difficul- 
ties must have been responsible for the virtual lapse 
of the method, even in animals, and until its recent 
revival by Cournand and his associates, few reports 
of its employment appeared, although an outstand- 
ing contribution by Marshall®* (employing direct 
cardiac puncture) demonstrated that consistent and 
repeatable ‘results could be obtained for extended 
periods. 

So far as man is concerned the attempt was made 
from the first to devise an indirect method to avoid 
direct sampling of arterial and mixed venous blood, 
and the most successful of these at first rotated 
around the analysis of the carbon dioxide content 
of alveolar air. Normally, the alveolar air is in 
equilibrium with arterial blood, and from its con- 
centration and a knowledge of the carbon dioxide 
dissociation curve of a given sample of blood, the 
arterial content of carbon dioxide could be cal- 
culated. The carbon dioxide of mixed venous blood 
was estimated by a variety of ingenious methods 
involving rebreathing from one or a series of bags 
containing carbon dioxide at concentrations up to 
10 per cent or occlusion by intubation of part of the 
bronchial tree.*” ® All these methods required co- 
operation and even training for successful accom- 
plishment, but still retain actual and theoretical 
usefulness in that they involve a determination of 
the actual composition of pulmonary capillary 
blood, and become important, as shall be seen later, 
in cases in which collateral vessels supply blood to 
the pulmonary capillaries beyond the larger rami- 
fications of the pulmonary artery. 

The methods employing foreign gases came ul- 
timately, in the acetylene methods as developed by 
Grollman,® to be a procedure of arriving indirectly 
at the Fick calculation, for in it the rebreathing 
technic furnished basically the relative rates of ab- 
sorption of oxygen and acetylene from the rebreath- 
ing system and the data of partial pressures of acety- 
lene by which the quantity of acetylene absorbed 
by a given volume of blood could be calculated. 
From this figure, as well as from the ratio of oxygen 
to acetylene absorption, the amount of oxygen ab- 
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sorbed by a quantity of blood in the lungs could be 
computed — in other words the arteriovenous oxygen 
difference essential to the Fick calculation. Theo- 
retically faultless, the whole determination must be 
made while the blood circulating through the lungs 
contains no recirculating acetylene; otherwise, ac- 
tual absorption of acetylene will be less than cal- 
culated, and in consequence the calculated oxygen 
absorption will be too high, and the cardiac output 
proportionally too low. 

The appearance of the first reports by Cournand 
and his associates thus placed the cardiac output 
of man on a sound experimental basis and gave a 
reference point by which other methods of great 
potential value such as the ballistocardiograph” 
could be calibrated. Moreover, it forced the rein- 
vestigation, in terms of a direct experimental ap- 
proach on man, of many concepts gained from ani- 
mal experiments and has, paradoxically, renewed 
interest in animal experimentation, focusing atten- 
tion upon the cardiovascular system in circum- 
stances as normal as possible and not as isolated 
components in a heart-lung preparation. 

One of the most important of the concepts that 
comes up for revaluation is the question of regu- 
lation of cardiac output. Here the clear-cut experi- 
ments of Patterson and Starling” ” on the heart- 
lung preparation, demonstrating a direct propor- 
tionality between cardiac output and venous pres- 
sure and raised to the status of a “law of the heart,” 
have long dominated thinking. Nor does the newer 
approach lead everyone to abandonment of it as a 
guiding principle. McMichael and _  Sharpey- 
Schafer”* considered that cardiac output was regu- 
lated by at least three factors: venous pressure ac- 
cording to Starling’s law, the heart rate and 
epinephrine. Sharpey-Schafer™ found that anemic 
patients had a higher than normal cardiac output 
despite a diminished blood volume, which he related 
to the increased right auricular pressures observed. 
Normal persons responded to increased auricular 
pressure induced by rapid transfusion by marked 
augmentation of cardiac output. Right auricular 
pressures in normal persons were closely grouped 
around —4 cm. of saline solution above the sternal 
angle, and cardiac outputs ranged from 4 to 7 liters. 
During transfusion pressures rose by 5 to 12 cm. of 
saline solution, and outputs rose as high as 11 liters 
per minute. On the other hand auricular pressures 
in anemic patients ranged from slightly below 0 cm. 
of saline solution to +12 cm., and in only 1 of the 
7 cases (and that one with a relatively low venous 
pressure) did transfusion increase output. In all 
the rest output fell. Sharpey-Schafer. concluded 
that anemic patients have already exploited to the 
full the benefits of Starling’s law, and are at the part 
of curve where increasing diastolic stretch hampers 
ventricular contraction. In keeping with this con- 
cept is the report by Howarth, McMichael and 
Sharpey-Schafer™ that venesection improves car- 
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diac output while lowering the venous pressure in 
low-output congestive failure. Apparently, the re- 
duction in venous pressure unloads the heart in 
diastole enough so that it is no longer overstretched 
and can again contract efficiently.7* Observations 
by the same workers on the association of venous 
pressure and cardiac output in fainting”’ and shock"® 
and after digitalis’? appear to reinforce this view of 
the importance of venous pressure as a factor in 
regulating cardiac output. The association of low 
right auricular pressure and low cardiac output in 
shock has also been noticed by Cournand and his 
associates.®° 

Quite at variance both with this view and, at 
times, with experimental findings are certain ob- 
servations that stem mainly from Stead and 
Warren." They call attention to the following fact: 


The output of the heart in the usual heart-lung prepara- 
tion is considerably less than that present in the unanes- 
thetized animal. The maximum output obtained by raising 
the venous pressure above the normal level is less than the 
output in the normal dog with a much lower venous pres- 
sure. 


They then assemble an impressive list of obser- 
‘ vations suggesting that increase in right auricular 
pressure is not the primary mechanism in regulating 
cardiac output: In anemia, thyrotoxicosis, ar- 
teriovenous fistula and anxiety, the cardiac output 
is augmented without elevation of the filling pres- 
sure. When an arteriovenous fistula is occluded 
and the cardiac output falls, right auricular pres- 
sure does not diminish, nor does it rise again 
when the occluded interc« ication is released. 
Release of a tourniquet obstructing arterial flow 
into a limb increases cardiac output without influ- 
ence on auricular pressure. In the experience of 
Stead and his collaborators® and of Haynes™ the 
rapid intravenous infusion of fluid evoked pro- 
nounced elevations in venous pressure without con- 
stant influence on cardiac output. This is, of course, 
quite the opposite of the results obtained by Mc- 
Michael and others, mentioned above. In keeping 
‘with their other observations, Warren et al.** state 
that venesection or pooling of venous blood behind 
tourniquets sufficient to reduce venous pressure by 
3 to5cm. of water failed to produce consistent 
changes in cardiac output. 

Discussing the factors found to increase cardiac 
output without marked changes in venous pressure 
(epinephrine, reactive hyperemia and arteriovenous 
fistula) Stead and Warren*! were inclined to dis- 
count the factor of heart rate, leaving only stroke 
volume as the variable factor. This in turn sug- 
gested that the completeness of systolic emptying 
of the ventricles varies considerably and, increasing 
with the more vigorous stroke after epinephrine 
administration or with the fall of peripheral resist- 
ance in reactive hyperemia or arteriovenous fistula, 
accounts for the observed changes in cardiac output. 
Here the measurements of Nylin*® are appropriate. 
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Calculating that the volume of the normal human 
heart is 700 cc. in diastole of which 300 cc. is pro- 
vided by muscle, Nylin determined that in diastole 
the heart must contain approximately 400 cc. of 
blood. If the stroke volume is placed at 70 cc. — or 
140 cc. from both ventricles — there ought to re- 
main a systolic residuum of 260 cc. If such relations 
are regular occurrences, twofold or threefold varia- 
tions in cardiac output might be expected on this 
basis alone without any alteration in the filling pres- 


‘sure. On the whole, however, Stead and Warren 


concluded there was ground to raise the question of 
whether systolic output might not be under the con- 
trol of autonomic reflexes that regulate the strength 
of cardiac contractions. 


Investigation of Congenital Heart Disease 


Recent advances in the surgical correction of 
some congenital heart defects have made the ques- 
tion of exact diagnosis and precise evaluation of 


_the individual case a matter of practical rather than 


academic interest. In this difficult field catheter- 
ization of the right side of the heart has already 
proved to be an indispensable procedure. Brannon, 
Weens and Warren®’ were able to diagnose 4 cases 
of the interauricular septal defect in adults by the 
demonstration of a higher oxygen content of blood 
in the right auricle than could be found in either 
the superior or the inferior vena cava, confirming 
in this way the existence of the left-to-right shunt 
that had been suspected on clinical and pathological 
grounds. Some time later the existence of the defect 
in one of these cases was confirmed at autopsy.®* 
Dexter and his associates®® established a diagnosis 
of patent ductus arteriosus in 5 cases by passing 
a catheter into the pulmonary artery and demon- 
strating a higher oxygen content in blood withdrawn 
from this vessel than could be found in the right ven- 
tricle. The detection of interventricular septal de- 
fects has been reported by Baldwin, Moore and 
Noble® on the basis of arterialization of right ven- 
tricular blood by arterial blood flowing through a 
left-to-right shunt. It is in this latter group, which 
includes cases of tetralogy of Fallot, that the pro- 
cedure is of particular value, permitting an assess- 
ment of the patient from the standpoint of the pos- 
sible value of a Blalock—Taussig operation. Johnson, 
Wollin and Ross* have described studies on 19 pa- 
tients, 9 of whom were considered to have had inter- 
ventricular septal defects. Diagnosis -was assisted 
by radiologic study of the position of the catheter 
and by the pressure at the catheter tip, as well as by 
oxygen sampling. The value of pressure readings 
on various catheter positions has also been em- 
phasized by Howarth, McMichael and Sharpey- 
Schafer.” 

The value of catheterization under close radio- 
logic control, with frequent films to make certain 
of the position of the catheter tip each time a blood 
sample is withdrawn, is also emphasized by the 
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group of workers at the Peter Bent Brigham Hos- 
pital, who have increased the didactic value of the 
roentgenograms they have published by outline 
drawings giving their interpretation of the film.%-%” 
These workers, as well as Johnson,®! emphasize the 
need of frequent oxygen sampling and call attention 
to the need for some more rapid or continuous 
method of oxygen determination than those at 
present developed. 

The most elaborate utilization of the Fick cal- 
culation comes from Bing’s**!® laboratory. In 
the first section, devoted to methods, Bing and his 
collaborators have shown how the basic Fick 
formula can be adapted to congenital heart disease. 
One of the most important of these adaptations is 
in the measurement of blood flow through the pul- 
monary artery, for unless this is below normal, an 
operation of the Blalock—-Taussig type cannot be 
expected to improve matters. This calculation is 
made by passage of the catheter into the pulmonary 
artery past the interventricular septal defect 
admitting arterialized blood, where a sample of the 
mixed arterial and venous blood entering the rami- 
fication of the pulmonary artery can be taken. On 
the assumption that pulmonary-vein blood will be 
95 per cent saturated (a point discussed below in 
the section on the pulmonary circulation), the 
oxygen uptake of pulmonary arterial blood can be 
determined, and the pulmonary arterial circulation 
calculated. The systemic output is calculated in 
the ordinary way, a right auricular sample of venous 
blood before it is contaminated by the interven- 
tricular left-to-right shunt being used. This value 
is of course also the “effective” pulmonary flow, 
inasmuch as blood shunted from left to right is 
already fully arterialized. The net shunt in either 
direction shows up as a discrepancy between pul- 
monary artery and systemic flows. To solve the 
question of whether pulmonary capillaries may 
receive blood from other sources, such as the bron- 
chial arteries, Bing has compared pulmonary flow 
as calculated by an indirect Fick method of carbon 
dioxide rebreathing with pulmonary arterial flows 
as calculated by the direct method. Since the 
indirect method involves equilibrium with blood 
in the pulmonary capillaries, it will give an esti- 
mation of total capillary flow from all sources, which 
should be larger than pulmonary flow if there is any 
significant contribution from elsewhere. 

In evaluating data so obtained one must bear in 
mind that, although the Fick principle is essentially 
flawless, errors of considerable magnitude appear 
in practical application. Nicholson, Warren and 
Brannon” have written as follows: 


In comparing the ballistocardiographic determinations 
of the cardiac output with the method which involves right 
atrial catheterization and the application of the Fick prin- 
ciple, it must be remembered that the latter method is a 
procedure subject to considerable error. Such factors as 
technical variations in the chemical determinations, inad- 
equate sampling of mixed blood due to the steaming of 
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blood within the heart, and minute to minute variations 
of the cardiac output account for unavoidable errors which 
may at times rise as high as + 25 per cent. Moreover, since 
the computation of the cardiac output depends on the ar- 
teriovenous difference, the effect of errors will be larger 
when this difference is small. 
This is precisely what happens, of course, when the 
attempt is made to partition the various flows in a 
congenitally disorganized circulation as Bing has 
done, but nevertheless certain points of great im- 
portance are clearly evident. Marked reduction in 
pulmonary-artery flow can be demonstrated, de- 
pending upon the degree of pulmonary stenosis, and 
this is associated with a great decrease of pulmonary 
pressure and an increase of right ventricular pres- 
sure. Pulmonary collateral vessels appear to con- 
tribute significantly to pulmonary capillary flow in 
older persons but not in the younger patients with 
tetralogy of Fallot. Quite apart from catheter- 
ization procedures Bing finds that the ratio of oxy- 
gen consumed to lung volume diminishes in exer- 
cise in tetralogy of Fallot, although it increases in 
normal subjects. The three most important indica- 
tions for the surgical creation of an artificial ductus 
arteriosus according to Bing are a decreased effec- 
tive pulmonary blood flow, a reduction in pulmo- 
nary-artery pressure and the diagnosis of an intra- 
cardiac shunt. In a case of patent ductus arteriosus 
the pulmonary capillary flow may exceed systemic 
flow, there will be a high intrapulmonary pressure, 
and the intrapulmonary oxygen content will be 
higher than the content of oxygen in the right ven- 
tricular blood. 


(To be concluded) 
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MASSACHUSETTS MEDICAL SOCIETY 


PROCEEDINGS OF THE COUNCIL 


Annual Meeting, May 24, 1948 


‘HE annual meeting of the Council was called 
to order by the president, Dr. Edward P. 
Bagg, on Monday, May 24, 1948, at 7:00 p.m., 
in the Georgian Room of the Hotel Statler, Boston. 
Two hundred and thirty-five councilors were 
present (Appendix No. 1). 
After opening the meeting, the President read 
the following obituaries: 


Georce James Connor — Another fellow-councilor, 
Dr. George J. Connor, a leading citizen of Haverhill, has 

assed on since our last meeting. Trained at Holy Cross, 
Tufts and the Maryland Medical College, he elected to 
serve his city on the Board of Health and in the direc- 
tion of municipal hospitals. For twenty-five years he 
served on the board and held the chairmanship at the 
time of his death. 

His main clinical leanings, however, were surgical, par- 
ticularly in the field of industrial medicine. He was a 
visiting surgeon to the Hale Hospital and a member of the 
advisory board for more than fifteen years. 

Dr. Connor represented the Essex North District 
Medical Society on the Council and was a member of the 
Committee on Industrial Health. Likewise, he was a fellow 
of the American Association of Industrial Physicians and 
Surgeons. 

A witty, cheerful soul, quick to make friends, whom he 
kept, he will be sadly missed in his home and in his civic 
and medical associations. We pay tribute to George 
Connor, the able physician, for his natural flair for public 
relations and for his willingness to work for the elimina- 
tion of health hazards whether industrial or general. 


Isaac S. F. Dopp —In March, 1930, sixty physicians 
of central and southern Berkshire arranged a dinner in 
celebration of the fortieth anniversary of the medical prac- 
tice of a brisk little man with angular features but not 
much hair, who was wont to pucker up his lips and whistle 
as he walked. The warmth of the tributes paid to Isaac 
S. F. Dodd by his colleagues showed clearly enough that 
such limitations were purely physical. 

“In' the years I have known him,” wrote one of the 
diners, “he has done more for the young men than any 
other man in this community. He was a lover of the 
clean life and a great reader of good books.... His 
quizzes while operating were outstanding and as peculiarly 
his own as his whistle. Many Berkshire men have had 
cause to be thankful to him for his advice and teaching.” 

The Massachusetts Medical Society also acknowledged 
a debt to Isaac Dodd for his professional attainments 
and for years of faithful service in the Council by honor- 
ing him with the office of vice-president in 1946-1947. 
Quite in keeping with his character, he stood ready with- 
out a moment’s hesitation to take over the intricate task 
of running the annual meeting of the Society when ill- 
ness threatened to incapacitate President O’Hara last 
May. “Just tell me what there is to do,” was all he said. 

Dr. Dodd was equally ready to serve his country in 
World War I, attaining the rank of captain in the Medical 
Corps. Chief of the Surgical Service at Pittsfield’s House 
of Mercy, he was also an attending staff surgeon at St. 
Luke’s. In his turn, he directed the destinies of the Berk- 
shire District Medical Society. The American College of 
Surgeons also elected him to fellowship in due course. 

ere was a minister’s son who made good. Indeed, 
he made good for more than three quarters of a century 


after his auspicious arrival in a Presbyterian mission in 
Hangkow, China. New York University numbered him 
among her high-honor graduates, but most of his clinical 
ability was developed at first hand with unremitting ap- 
plication to the needs of his patients in general practice. 

Early in February, 1948, physicians once more gathered 
in the Berkshire District to pay a final tribute to their 
friend and mentor, Isaac S. F. Dodd. May we join our 
hopes to theirs that honor and esteem will follow him in 
po Na Elysian field he shall be assigned hereafter to 
serve 


Epwarp Joseru O’Brien, in 1933, one 
of the ablest of all football referees in this or any other 
country, Dr. Edward J. O’Brien, Jr., turned in his whistle 
and folded away the famous white knickers that he had 
established as a familiar feature of games big aiid little 
throughout the land. The decision was not easy, but 
finally he came to agree that medicine is truly a jealous 
mistress. 

To the game he had loved, he owed much. Not only 
did it build him a nationwide esteem but also fees he 
earned by officiating enabled him to train himself at 
Tufts for a medical career, after earlier preparation at 
the Boston Latin School and Boston College. On his 
merits he rose to the position of surgeon-in-chief at the 
Cambridge City gy coer For nearly thirty years he served 
as urologist to St. Elizabeth’s Hospital. He was sought 
also as a consultant in urology at many greater Boston 


' institutions. Besides serving on the Council as a repre- 


sentative of Middlesex South District Medical Society, 
Dr. O’Brien was a fellow of the American College of Sur- 
geons and the American Urological Association and a 
member of the American Board o beg 

On February 16, 1948, the game of life came to an end 
for our distinguished fellow councilor, who was in there 
working hard as usual until.the final whistle. Of the 
peasee of Dr. Eddie O’Brien, his good friend Bill Cunning- 
am wrote, in the Boston Herald for February 16, 1948: 
“The shock was tough and personal... just as it will 
be for thousands of others who knew and loved the little 
guy ... and yet, I thought, why mourn? What more 
could a man do with his life? Live a little longer, maybe, 


- but he couldn’t live any better.” 


Dr. O’Brien was the father of four fine sons, who all 
distinguished themselves and fortunately survived ac- 
tive and hazardous war service, and of a Lesntifel daugh- 
ter. Each must have drawn a full share of inspiration 
from this virile soul, who brought honest satisfaction to 
sO many contestants and understanding sympathy to 
those in need, whether on the gridiron, the operating 
table or in his home. 

And so should we be inspired by his example, which 
speaks so much louder than words. 


Freperick Reis — On February 4, 1948, Dr. Frederick 
Reis, another long-time member of the Council, died 
at his home in Jamaica Plain at the age of seventy-two. 
Besides his service on the Council, he handled the funds 
of the Norfolk District Medical Society for ten years as 
treasurer.” 

His friends speak of him as a kindly, companionable 
person, and say that his passing will be keenly felt, par- 
ticularly by his students, past and present. Born in 
Boston, Dr. Reis was also educated in Boston schools, 
graduating from Tufts College Medical School in’ 1903. 
The greater part of his professional accomplishment was. 
achieved in the same school in the Department of Chemis~ 
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try, where he served as professor for more than a quarter 
of a century. 

It should be remembered that he was alert to changes 
that arose during his lifetime and that his interest in the 
affairs of the Society was always keen, since the day he 
was elected to the Council in 1922. 

It is fitting, therefore, to pay tribute to this man for 
all that he has contributed to fellow members and to his 
fellow men through the many students that he had a hand 
in training. 


At the request of the President, the Council stood 
in silent tribute to the departed members. 

The President then announced the following in- 
terim appointments, which were confirmed by vote 
of the Council: 


To the Council: 


Arthur W. Allen, Suffolk, to replace Wyman Richardson 
(resigned) 

Arnold P. George, Essex North, to replace George 
Connor (deceased) 


To the Committee on Emergency Medical Service: 
Reginald Fitz, Chairman, Suffolk 
Charles H. Bradford, Suffolk 
Donald E. Currier, Essex South 
Eugene C. Eppinger, Norfolk 
J. Roswell Gallag er, Essex North 
len S. Johnson, Hampden 
Thomas H. Lanman, Suffolk 
Edward D. Churchill, Middlesex South (in consulting 
capacity) 


To the Committee on Benevolence: 


Dwight O’Hara, Chairman 
Theodore L. Badger 
Robert W. Buck 

Eliot Hubbard, Jr. 
Charles C. Lun 


To the Advisory Committee to the Red Cross Blood Bank: 


john F. Conlin, Chairman 
. Harold Allen, Jr. 
William B. Castle 
Stephen Brown 

William P. Murphy 
Joseph E. Ross 

C. Stuart Welch 


To the Committee on Postgraduate Assembly: 
John F. Conlin 


To the Massachusetts Central Health Council: 


Paul Nathan, Holyoke 
Merrill E. Champion, Boston 
Earle M. Chapman, Boston 


To the Committee to Meet with the Massachusetts Hos- 
pital Association: 


Leland S. McKittrick 


The Secretary presented the record of the meet- 
ing of the Council of February 4, 1948, as pub- 
lished in the New England Journal of Medicine, 
issue of April 8, 1948, and moved its acceptance. 
The motion was seconded and so voted. | 

The Secretary stated that it had been noted that 
the minutes of the Executive Committee meeting 
of January 7, 1948, had not been approved at the 
Council meeting on February 4, 1948, and moved 
that they be accepted. The motion was seconded 
and so voted. 

The Secretary then moved the acceptance of the 
minutes of the Executive Committee meeting of 
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April 7, 1948, as distributed in the Circular of Ad- 
vance Information for this meeting. The motion 
was seconded and so voted by the Council. 


REPORT OF THE TREASURER 


Dr. Eliot Hubbard, Jr., Middlesex South, moved 
the acceptance of this report (Appendix No. 2). This 
motion was seconded and so voted by the Council. 


REporRTs OF COMMITTEES 


Executive Committee— Dr. H. Quimby Gallupe, 
Middlesex South, Secretary. 


The Secretary submitted the report of the meet- 
ing of April 7, 1948, as circulated in mimeographed 
form (Appendix No. 3) and moved its acceptance. 
The motion was seconded, and it was so ordered by 
vote of the Council. 


Committee on Nominations — Dr. Albert A. Hornor, 
Suffolk, Chairman. 


The committee had convened at 8 Fenway, 
Boston, on April 7, 1948, and had nominated the 
following officers of the Society for the year 1948- 
1949: 


President, Dr. Daniel B. Reardon 
President-elect, Dr. Arthur W. Allen 
Vice-president, Dr. Donald Munro 
Secretary, Dr. H. Quimby Gallupe 
Treasurer, Dr. Eliot Hubbard, Jr. 
Assistant treasurer, Dr. Norman A. Welch 
Orator, Dr. C. Sidney Burwell 


These nominations were unanimous, and Dr. 
Hornor moved the acceptance of the report. 

The motion was seconded, and it was so voted. 

Dr. Bagg asked for any further nominations. 
There was no response, so that Dr. Hornor moved 
that the nominations be closed. The motion was 
seconded and carried. | 

Dr. Hornor moved that the Secretary cast one 
ballot for the list of nominees as presented. The 
motion was seconded and so voted. 

The Secretary cast one ballot as directed. Dr. 
Bagg then introduced Dr. Daniel B. Reardon as 
follows: 


The man chosen as president has been a member of the 
Society for a good many years. He first joined in 1905. 
He attended the Lawrence Scientific School at Harvard 
and got his medical degree from the same university 
in 1903. And he served as surgical house officer in the 
Boston City Hospital. Then he retired to Quincy forty- 
three years ago. He has been there ever since, whic 
shows that he must amount to something. As a matter 
of fact, he has been visiting surgeon at the Quincy Hos- 

ital for thirty-seven years, and on the consulting staff 
or the past three years. And for twenty years he has 
been a member of the American College of Surgeons. 
For twelve months we have worked hard preparing him 
for the duties that lie ahead. I can assure you that he 
has been faithful in his attendance, and promises to make 
you an excellent presiding officer. 

He has a much more eloquent method of speech than 
mine, so that you will probably understand what is going 
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on for the next year, and your parliamenta 
will be absent. I take great pleasure in intr 
next President. 


problems 
ucing your 


Dr. Reardon replied with an address, which was 
published in the June 10 issue of the Journal. 

Dr. Bagg then said that Dr. Arthur W. Allen 
could not be present because he was attending 
the meeting of the American College of Surgeons 
in Canada. Drs. Donald Munro and H. Quimby 
Gallupe were then introduced. 


Committee on Public Relations — Dr. 
Kurth, Essex North, Secretary. 


Harold R. 


President Bagg stated that the report of the 
committee (Appendix No. 4) was largely informa- 
tional. He hoped that the fees of the Blue Shield 
could be increased before long but believed that 
this could not be done until the financial reports 
warranted it. He stated that the committee voted 
to discharge the subcommittee on Blue Shield 
and Blue Cross and to refer future questions to 
the Executive Committee, inasmuch as that com- 
mittee was the incorporator of the Blue Shield. 
He asked for Council approval of that action. Dr. 
Elmer S. Bagnall, Essex North, so moved. The 
President then said that with Dr. Bagnall’s per- 
mission he would word the motion that the Presi- 
dent would appoint a subcommittee of the Execu- 
tive Committee to oversee the Blue Cross and 
Blue Shield problems. Dr. Bagnall gave his per- 
mission, and the motion was seconded and so voted. 

The President then said that Dr. Hagler’s com- 
- mittee had decided that the best way to correct 
difficulties arising from failure of doctors answer- 
ing calls was to refer the matter for solution to 
the district societies. The Public Relations Com- 
mittee approved this recommendation. 

Dr. Bagg asked for approval of this recommen- 
dation by the Council. It was so moved. The 
motion was seconded, and it was so voted. 

The President asked for approval of his action 
in appointing representatives of the Massachu- 
setts Medical Society to a council for the study 
of voluntary hospital costs (he had appointed Drs. 
Gallupe and John Spellman). This approval was 
moved by Dr. Richard M. Smith (Suffolk), and 
the motion was seconded and so voted. 

The President described the amount of work done 
by Dr. John F. Conlin and stated that the com- 
mittee had approved the employment of an as- 
sistant, the cost to be met out of his supplementary 
budget. 

Dr. Bagg asked for Council approval of this 
action. A motion was made to approve the action. 
It was seconded and so voted. 

Dr. Bagnall moved the acceptance of the report. 
The motion was seconded, and it was so voted. 


tion of the Council. 
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Committee on Legislation — Dr. George R. Dunlop, 
Worcester, Chairman. 


The report of this committee (Appendix No. 5) 
was presented by Dr. Dunlop, who stated that 
he wished to make an informational supplementary 
report important enough to bring to the atten- 
Dr. Dunlop mentioned the 
proposed draft law being considered by Congress, 
which has specified a special call for physicians 
up to forty-five years of age. The committee be- 
lieved that this was a reflection on the patriotism 
of doctors, and had sent telegrams to congressmen 
opposing such legislation. 

He pointed out that Governor Warren, a can- 
didate for nomination for President, had come out 
for compulsory health insurance. He said that 
telegrams had been sent to all Republican dele- 
gates from Massachusetts to oppose any such 
plank in their platform. Dr. Dunlop said he would 
like to have Dr. Bagnall report on the National 
Health Assembly held in Washington May 4, 1948. 

Dr. Bagnall described the work of the Assembly 
and quoted from editorials in the Journal of the 
American Medical Association and ended by say- 
ing that the nation seemed to be on the way toward 
development of a plan for the production and 
distribution of medical services suitable to the 
American form of democracy. 

Dr. Bagg suggested that the Council applaud Dr. 
Bagnall’s efforts and report. (Applause.) Dr. 
Dunlop moved the acceptance of both reports. The 
motion was seconded and so voted. 


Committee on Publications — Dr. Richard M. Smith, 
Suffolk, Chairman. 


The report of the committee (Appendix No. 6) 
was presented by the Chairman. 

Dr. Smith exhibited a chart showing the growth 
of the Journal during Dr. Robert Nye’s adminis- 
tration from 1936-1947. Dr. Smith moved the 
acceptance of the report. The motion was seconded. 

Dr. Bagg pointed out that the circulation in ten 
years had jumped from 6,131 to 25,001, and the 
expenses from $58,000 to $240,000. In 1937 the 
Journal cost each fellow $4.00. In the last three 
years there has been only income for the Society, 
but the future might not be so bright because ex- 
penses are still mounting. 

The motion to accept the report was unani- 
mously carried 


Committee on Ethics and Ralph 
R. Stratton, Middlesex East, Chairman. 


Dr. Stratton, after drawing attention to the 
last paragraph of the report (Appendix No. 7) and 
stating that the report was purely informational, 
moved its acceptance. The motion was seconded 
and so voted. Dr. Bagg then thanked Dr. Stratton 
and his committee for their efforts i in behalf of the 
Society. 


r 
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Committee on Membership — Dr. Peirce H. Leavitt, 
Plymouth, Chairman. 


In the absence of the Chairman, Dr. Bagg asked 
the Secretary to read a supplementary report of the 
Committee on Membership as follows: 


During a meeting of the Committee, held on Monday, 
May 24, the name of Sir Reginald Watson-Jones, visit- 
ing orthopedic surgeon to His Majesty, King George VI, 
was presented to the Committee for action by the Presi- 
dent and the Secretary. The Committee unanimously 
approved of this nomination for honorary fellowship 
and refers it for final decision to the fellows assembled 
. Se annual meeting, as permitted by Article II of the 

y-laws. 


A motion to approve the action of the committee 
subject to the vote of the annual meeting of the 
Society on May 25, 1948, was made, seconded and 
carried. The Secretary then moved that the Council 
grant the honorary fellowship subject to the vote 
of the Society. The motion was seconded and 
carried. 


Committee on Public Health— Dr. Roy J. Ward, 
Worcester, Chairman. 


In the absence of the chairman, Dr. Bagg asked 
Dr. Conrad Wesselhoeft (Suffolk) to present the 
report (Appendix No. 7). : 

Dr. Wesselhoeft moved the acceptance of the 
report. The motion was seconded. 

Dr. Frank B. Carr addressed the Council as 
follows: 


In this very difficult era, we are all cognizant of the 
need for reliable statistics regarding the epidemiology 
of heart disease. Mortality figures in this disease have 
made it imperative for the American Heart Association 
and the United States Public Health Service to do some- 
thing about it. 

The United States Public Health Service offers to make 
an epidemiologic study, and the New England Heart 
Association naturally offers its support to such an investi- 
gation. 

There are, however, certain queries that arise in the 
minds of some of the Worcester councilors. 

How complete and comprehensive is this study to be? 
The diagnosis of heart disease may be as simple as the 
application of a stethoscope by one qualified to hear. 
It may depend merely on the proper evaluation of symp- 
toms of precordial pain, which requires no great ex- 
perience. Or the diagnosis of heart diseases in certain 
cases may become quite an elaborate procedure, requir- 
ing electrocardiograms, x-ray films, fluoroscopy, deter- 
minations of blood chemistry and basal metabolism and 
so forth. There is no one simple system applicable to all 
cases, as in the diagnosis of diabetes. 

Before supporting a federal survey of the epidemiology 
of such a complex condition as heart disease, we should 
want to be informed about how complete the study would 
be. We should want to be assured of the validity of the 
diagnosis established, and we should like to know how 
much such a project is going to cost. 

In the diabetic survey in the town of Oxford, it has been 
estimated by some, although not officially expressed, 
that the cost was about $1,000 apiece for the discovery 
of some 25 cases of diabetes. 

The diagnosis of heart disease is a much more compli- 
cated problem. The setup would have to be infinitely 
more elaborate and expensive, and we wonder if the re- 
sults ascertained would be of the value we might hope. 

We do not like investigations for the sake of investi- 
gation. We want to be assured that the methods used 
will be scientifically sound, and that the statistics derived 
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from such a study will be of general value sufficient to 


warrant the expenditure of what will be a considerable « 


amount of money. 


Dr. Bagg thanked Dr. Carr and asked for a vote 
on the motion of acceptance of the report. It was 
so voted. 


Dr. Bagg then asked Dr. Wesselhoeft if he wished 
to move the adoption of the committee’s endorse- 
ment of the cardiac surveys in Newton and Fram- 
ingham. Dr. Wesselhoeft replied as follows: 


This study has been requested by Newton, and I under- 
stand that arrangements have been completed’ with 
Framingham Union Hospital. This study is to be made 
by the Massachusetts Department of Public Health, 
Hereard Medical School and the United States Public 
Health Service. 

It is supported by the Commissioner, and it has the 
approval of the New England Heart Association. It seems 
to me that any such investigation carried out under such 
auspices would be carried out thoroughly and well. 


Dr. Wesselhoeft moved the endorsement of the 
program, which had been recommended by the 
committee. Dr. Richard M. Smith seconded the 
motion. In discussion Dr. Vlado A. Getting, 
Middlesex South, spoke as follows: 


This study will be composed of two phases. The phase 
to be carried out in Newton is entirely an educational 
program, designed to convince patients to seek medical 
advice if they suspect that they have heart disease, and 
to seek periodic examinations. 

The project at Framingham is the development of case- 
finding procedures and will be carried on by cardiologists 
who are actually employed by the Public Health Service 
and by men practicing in the community and in the sur- 
rounding communities. 

In each instance of this project Public Health Service 

ersonnel are lent to the Aeusnebusntts Department of 

ublic Health and by the Department of Public Health 
to the city of Newton and to Framingham, being under 
the direction, while working in those communities, of the 
local boards of health. 

The staffs of the Newton-Wellesley Hospital and of 
the Framingham Hospital are thoroughly acquainted 
with each of these projects and have given their approval, 
as have advisory committees. An advisory committee 
on this project, consisting of many cardiologists and in- 
cluding representatives not only from the Society but 
also from medical schools and schools of public health 
and from the Department of Public Health, have care- 
fully reviewed these projects. 

We are trying to do two things: to determine, as early 
as possible, which persons may develop heart disease, 
and to bring them under the attention of physicians. 

It seems that if we can discover cases early, before actual 
clinical onset, the patients will have a more useful and 
productive life and will be able to continue to be sup- 
porting citizens in the community, rather than incapaci- 
tated, perhaps disabled in some way, and thus a burden 
upon their families and the communities. 

The two projects —one case finding, and the other 
educational —- are companion projects. We are not going 
to give any medical care in either project. 

The physical examinations and the electrocardiograms 
and other studies will be carried on in Framingham by 
expert cardiologists employed by the Public Health Serv- 
ice, under the direction of the local board of health, and 
will be selected only with the advice of the New England 
Heart Association. 

I want to assure the councilors of Worcester (of which 
I had the honor of being a member some time ago) and 
the entire Society that there is nothing in this program 
that smacks of either state or socialized medicine. We 
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are not contemplating medical care. This is nothing more 
than case finding and education. 

If these programs succeed, it will enable the general 
practitioner and the cardiologist to be of greater service 
to their patients. 


Dr. Bagg then called for a vote, and the motion 
was carried after a show of hands and a count by 
the Secretary. Dr. Wesselhoeft moved acceptance 
of the committee report. The motion was seconded 
and so voted. 


Committee on Medical Defense — Dr. 
Rogers, Suffolk, Chairman. 


.Dr. Rogers stated that as of January 1, 1948, 
there were 9 cases of malpractice pending. One 
case was disposed of during 1947. Total bills for 
legal services and legal disbursements for 1947 
were $1474.51. There were no other expenses. 

Dr. Rogers moved acceptance of the report. It 
was seconded and so voted. 


Horatio 


Committee on Finance —Dr. Robert W. Buck, 
Middlesex South, Chairman. 


Dr. Buck said that the committee had met on 
April 28, 1948, to discuss the problems arising from 
a change in classification of the Society by the 
Treasury Department from 101 (6) to 101 (7) and 
that this change made the Society liable for Social 
Security taxation. The committee authorized the 
Treasurer to assume 50 per cent of the tax burden 
of the Journal. Gifts to the Society were discussed 


because that might in the future make the Society _ 


liable for income tax. The committee recommended 


that all gifts be accepted with the condition that - 


they be used only for clearly scientific, educational, 
charitable and literary purposes. 

The committee also recommended that the salary 
of Miss Barbara Adler be raised from $35 to $40 
a week beginning July 1, 1948. 

Dr. Buck moved the acceptance of the report. 
It was seconded and carried. 

A motion was then made to suspend the rules. 
This motion was seconded and.so voted. 

Dr. Buck moved that the Council approve the 
payment of the tax. The motion was seconded. 
Dr. Hubbard then told about other states in which 
the tax was paid. The motion was put to vote 
and carried. A motion to approve payment of 
50 per cent of the Journal tax was made, seconded 
and so voted. Dr. Buck made a motion to approve 
the committee recommendation concerning the 
use of moneys received in the form of gifts. This 
motion was seconded. After much discussion a 
motion was made to refer the matter to the Execu- 
tive Committee. This was seconded and so voted. 
Dr. Buck’s motion was then voted and carried. 
Dr. Bagge then asked for an approval of Miss Adler’s 
salary increase, and this was given unanimously. 

Dr. John E. Moran, Franklin, moved that the 
Council instruct the Executive Committee that it 
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is not in favor of accepting any gifts as described 
in the report of the Committee on Finance. This 
motion was seconded. Dr. Bagg called for a vote. 
The Secretary declared a tie. Dr. Bagg voted in 
favor, and the motion was carried. 

A motion was made to end the suspension of 
rules. This was seconded and so voted. 


Committee on Society Headquarters — Dr. Frank R. 
Ober, Suffolk, Chairman. 


The chairman stated that the Committee on 
Society Headquarters had made no progress in 
its efforts to make more room for the Massachu- 
setts Medical Society. The Committee was still 
working on this problem, which has proved’ to be 
a difficult one. 

The Secretary moved its acceptance. The motion 
was seconded and so voted. 


Committee on Industrial Health — Dr. 
Lynch, Norfolk, Chairman. 


Dr. Lynch presented the report of the Com- 
mittee (Appendix No. 9) and moved its acceptance. 
This motion was seconded and carried. 


Daniel L. 


Committee to Consider Expert Testimony — Dr. 
Francis P. McCarthy, Norfolk, Chairman. 


The original committee of five members was ap- 
pointed by the President in 1936, to consider expert 
medical testimony. 

After failing to function, a revision of the mem- 
bership was made in 1942 and again in 1947. The 
last committee report was laid on the table, and 
the present committee submitted its report for 
consideration by the Council. 

The present Committee met and discussed all 
phases of the subject of medicolegal testimony, 
including ordinary as well as expert testimony. 

The Committee, with members of the Massachu- 
setts Judiciary and Bar and the chairman of the 
Committee on Ethics and Discipline and Board 
of Registration in Medicine met and agreed on 
the importance of having a functioning committee 
deal with medicolegal testimony and problems. 

The states of Minnesota and California have 
established permanent committees on medical 
testimony, and reports indicate that these com- 
mittees are functioning well. 

The Committee, together with the chairman of. 
the Committee on Ethics and Discipline and 
the Board of Registration in Medicine, as well as 
members of the legal profession, agreed that a group 
of so-called “listeners” should be appointed to serve 
when requested, to check on medical testimony. 

It was agreed that the presence of a “listener” 
in court would definitely act as a deterrent in con- 
trolling medical testimony and serve to make the 
medical witness more cautious and docile in his 
testimony. 
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A panel system of choosing representatives of 
the Society who are specialists in their various 
fields to testify as experts was discussed, but no 
conclusion was arrived at, that could be considered 
satisfactory under the present legal statutes. 

All the members of the Committee, together 
with those consulted, agreed that the Committee 
should be a standing one and collaborate with 
the Committee on Ethics and Discipline and the 
Committee on Medical Defense. The Committee 
would act as a clearing house for all cases in which 
ordinary or expert medicolegal testimony was con- 
cerned. 

It was proposed that the by-laws of the Society 
be amended to the effect that a standing com- 
mittee be appointed annually by the President, 
to be known as the Committee on Medico-Legal 
Testimony. 

That the duties of this committee be educational 
on medicolegal matters, and that it collaborate 
with the legal profession and concern itself in the 
investigation of all questions relative to medico- 
legal testimony that may be considered irregular 
by the complainants. 

Dr. McCarthy moved the acceptance of the re- 
port. The motion was seconded and so voted. 

Dr. McCarthy then stated that the report con- 
tained a recommendation for a proposed amend- 
ment to the by-laws of the Society providing for a 
standing committee appointed annually by the 
President to be known as the Committee on Medico- 
Legal Testimony; that the duties of the committee 
be educational on medicolegal matters; and that it 
collaborate with the legal profession and concern 
itself in the investigation of all questions con- 
cerning medicolegal testimony that might be con- 
sidered irregular by the complainants. 

Dr. Bagg suggested that the request might be 
referred to the Executive Committee. The motion 
was seconded. . 

Dr. McCarthy then moved that the committee 
be discharged. The motion was seconded and so 
voted. 

Dr. Donald Munro, Suffolk, asked if he might 
discuss the report. President Bagg said that the 
report had been accepted and was open for dis- 
cussion. Dr. Munro stated that he believed the 
use of the word “listeners” might embarrass the 
Society. 

Dr. Carl Bearse, Norfolk, said that the Com- 
mittee on Malpractice Insurance had discussed 
the subject and believed the whole subject in all 
aspects should be studied. 

Dr. Vlado Getting, Middlesex South, rising to 
a point of order said that the motion was for 
acceptance of the report. No motion had been 
made recommending “listeners.” 

Dr. Bagg agreed with Dr. Getting and called for 
a vote on the motion. It was so voted. 
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Committee to Meet with the Massachusetts Hospital 
Association — Dr. Albert E, Parkhurst, Essex 
South, Chairman. 


The Committee, to which the Council had as- 
signed the duty of negotiating with the Hospital 
Association regarding its approval of the principles | 
proposed by the Committee appointed to study 
special services, had held two meetings. 

At its first meeting, on February 25, 1948, which 
was attended by Drs. Bagg, Reardon ‘and Gallupe, 
in addition to the members of the Committee, there 
was a general discussion of principles recommended 
by the Committee appointed to define and study 
hospital services and medical services, and to 
establish proper relations between physicians and 
hospitals, which were approved by the Council 
at its October meeting. It seemed highly desirable 
that this conference with the Hospital Association 
be held before its annual meeting scheduled for 
March 15, and a date (March 3) was arranged 
through Dr. Norbert A. Wilhelm, chairman of its 
Committee on Professional Services, this problem 
having been assigned by the Massachusetts Hospital 
Association. 

At this conference, the Society was represented 
by Drs. Bagg and Gallupe and four members of the 
Committee. Representing the Hospital Association 
was Dr. Wilhelm, of the Peter Bent Brigham 
Hospital, as chairman, and Mr. Warren Cook, of 
the New England Deaconess Hospital. The third 
member of the Committee, Miss Amy Birge, of the 


‘Cooley Dickinson Hospital, in Northampton, was 


unable to attend because of illness. 

Arguments about why these principles should 
be approved by the Hospital Association were pre- 
sented, chiefly by Drs. Bagg and McKittrick. 
Dr. Wilhelm stated that his committee had met 
the day previously and had voted that “no action 
be taken at this time.” Their decision was 
based chiefly upon their belief of the uncertainty 
whether the Blue Cross could continue to provide 
adequate prepaid hospital insurance. As hospital 
administrators they believed its successful opera- 
tion was essential to the welfare of hospitals, and 
they refused to approve anything they thought 
might further embarrass it. They also said that 
because of poor public relations on the part of the 
hospitals, a more complicated system of billing 
hospital costs to the patient would be too confus- 
ing and undesirable to be undertaken. Inciden- | 
tally, they stated they believed that very few hos- 
pitals had a system of accounting sufficiently com- 
prehensive to be able to work out all details of cost 
accounting that would be necessary under this plan. 

There was a great deal of discussion during 
which the representatives of the Society tried un- 
successfully to convert the representatives of the 
Association to its point of view. They were un- 
willing to grant their approval of these principles 
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even though the Society agreed to the postpone- 
ment of their adoption until a later date because 
they believed that in these days when the Blue 
Cross and so many hospitals are in great financial 
distress, the whole question of voluntary hospital 
service is at stake. They insisted that now was 
not the time to undertake the adoption of these 
principles. Although the Committee believed in 
the fairness of these principles and urged their 
adoption, it was believed that the representatives 
of the Association were sincere in their point of 
view. As a result of this conference, it was be- 
lieved that nothing more could be done at present. 

Dr. Parkhurst moved the acceptance of this in- 
formational report. The motion was seconded, 
and it was so voted. 

Dr. A. J. A. Campbell (Suffolk) moved that the 
committee continue its efforts along the same lines 
and report to the Council. This motion was seconded 
and so voted. Dr. Bagg asked Dr. Daniel B. 
Reardon if he had appointed the same committee 
and Dr. Reardon said he had. 

The motion was put to a vote and carried 
unanimously. 


Committee on Postgraduate Medical Education — 
Dr. W. Richard Ohler, Norfolk, Chairman. 


The report of the Committee was as follows: 


Brief Outline of Present Plan of Postgraduate Teaching 


The present concept of postgraduate medical education 
as conducted by the Massachusetts Medical Society 
is to provide sn 5 teaching to all physicians in the Com- 
monwealth, without charge; to divide the Commonwealth 


into teaching districts and to proves to each district . 
d 


such programs as are selected by the local committee; 
to serve the Greater Boston area and such other areas as 
can participate with a series of exercises given at Sanders 
Theater; in addition to the Greater Boston area, the 
other teaching areas are as follows: 


Number 1 Pittsfield-North Adams District 

Number 2 Springfield -Holyoke- Northampton-Green- 
field District 

Number 3 Worcester District 

Number 4. North Shore District 

Number 5 Hyannis-Fall River-New Bedford District 

Number 6 Plymouth District (this District is new for 
1947-1948) 

Number 7 Lowell-Haverhill-Lawrence-Newburyport 
District 


Results of This Year’s Activities 


During the year 1947-1948, a total of 27 exercises has 
been given in the outlying districts. The total registra- 
tion for the Sanders Theatre program was 1101 at the 
date of this report. : 

Thirteen hundred and sixty-eight replies were received 
to a postcard questionnaire; 735 of those replying had 
not attended last year’s exercises; 1322 believed that the 
exercises should be continued; 905 of those who replied 
were fellows of the Society. It is of interest that the 
463 physicians who are not Society members represent 
a third of the total number of replies received and con- 
stitute a much larger proportion of those who have regis- 
tered for the exercises. 

It is not necessary to remind the Council about weather 
conditions during the late fall and winter season. Despite 
all sorts of difficulties, instructors have been very co- 
operative, and attendance has been excellent. On the 
basis of general interest, therefore, your committee can 
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report that the district programs have been a success. 
nd, so far as the Sanders Theater pm is concerned, 
the large registration speaks for itself. 


Suggestions for Future 


Your committee believes that the Massachusetts 
Medical Society should continue a program of postgraduate 
medical instruction and that this program should be 
open to all physicians in the Commonwealth without 
charge. We also believe that the Sanders Theater ex- 
ercises should be continued. 

he method of conducting exercises in the districts 
apart from Greater Boston is open to discussion. The 
whole conception of postgraduate teaching in the past 
three years has been to break away from the district 
geographical limits. The reason for this has been to at- 
tract physicians who are not members of any district. 
In other words, the intent of this program has been to 
attract all physicians, whether or not they are members 
of any district society. 

This idea may be all right in theory, but it does bring 
up certain practical difficulties. For example, certain 
teaching centers have morning and afternoon programs 
and others evening programs, and, needless to say, all 
want evening programs. In addition, the present plan 
does throw quite a transportation burden on the instruct- 
ing teams, especially in certain districts. All this could 
be settled if we planned our programs on the basis of 
the geographical fimits of the various district societies. 

owever, there are certain practical difficulties to this 
idea. First, your committee doubts that the district- 
society idea would attract physicians who are not mem- 
bers of any District Society, and, incidentally, it is this 
group that we are eager to reach. Second, such a change 
would involve an increase in the budget. : 
Conclusion 

Despite the fact that the present idea involves certain 
local complications as well as a certain amount of stress 
and strain on the instructing teams, your committee be- 
lieves that to keep the budget within certain limits and 
to make the greatest appeal to physicians not members 
of any society, it is desirable to continue with the present 
plan. In making this recommendation, it is understood 
that the committee can work still harder in building up 
proper local co-operation. 


Dr. Ohler stated that the report was purely in- 
formational, and noted that the registration at 
Sanders Theater was 1101, the total being 1400, 
and that 7400 doctors were in attendance during 
the course. The average was 400. Dr. Ohler moved 
the acceptance of the report. The motion was 
seconded. Dr. Bagg pointed out the excellence 
of the report and that more than half the doctors 
in attendance were from substandard schools. 
The motion was put to vote and carried unani- 
mously. 

Dr. Ohler moved that the recommendation to 
continue the program in 1948-1949 as in 1947- 
1948 be approved. The motion was seconded and 
so voted. 


Committee on Medical Economics — Dr. Leland S.. 
McKittrick, Suffolk, Chairman. 


The report, which was presented by the chair- 
man, was as follows: 


The Committee met on March 10. Drs. Elmer S. Bagnall, 
and Allan M. Butler, of the committee, President Edward 
P. Bagg, President-Elect Daniel B. Reardon and the Secre- 
tary were present. 

The objectives of the National Physicians’ Committee 
are defined in a recent communication as follows: 


In the public interest to preserve, in the United States, 
our system of private medical practice. 

Familiarizing the public with the facts in connection 
with the values, the methods and the achievements of 
American Medicine. 

To aid in the development of plans and to encourage 
the utilization of facilities that will result in the most 
widespread distribution of the most effective medical 
care and surgery. 


The Committee voted to approve the objectives of the 
National Physicians’ Committee but disapproved some 
of the methods employed. 


Dr. McKittrick moved acceptance of the report. 
The motion was seconded. Dr. Bagg said that he 
had had a letter from Dr. Allan M. Butler, of the 
Committee, stating that he wished to change his 
vote and withdraw his approval. 

Dr. Bagnall said that Dr. Butler’s letter was not 
pertinent because surely the committee could not 
assume any responsibility for anything the National 
Physicians Committee did. : 

Dr. McKittrick added that the subject of chang- 
ing or attempting to change the policies of the 
National Physicians Committee had not been dis- 
cussed. 

Dr. Bagg called for a vote, and the motion was 
passed. He assured Dr. McKittrick that the subject 
was closed. 

Dr. Bagg then asked for final approval of 
the changes in the by-laws as printed and noted 
two errors in the use of “Inc.” after Massachusetts 
Medical Service in the first paragraph. 

Dr. Bearse then pointed out that Chapter 4, 
Section 1, as amended, did not include the vice- 
president of the Society. Dr. Bagg thanked Dr. 
Bearse and called for a vote accepting the amended 
by-laws. The motion was carried. 


Committee on Physical Medicine — Dr. Arthur L. 
Watkins, Middlesex South, Chairman. 


No new business had been referred to the Com- 
mittee. 

The American Board of Physical Medicine, Inc., 
had been approved by the Advisory Board for 
Medical Specialties and the first examinations 
had been conducted in Minneapolis in September, 
1947; approximately 100 physicians had been 
certified to date. 

An annual review of physical medicine was pre- 
pared for publication in the Medical Progress sec- 
tion of the New England Journal of Medicine 
entitled ‘“Technical Advances in Physical Medicine.” 


Committee to Make Recommendations for Directors 
of the Blue Shield — Dr. Leland S. McKit- 
trick, Suffolk, Chairman. 


The Committee submitted the names of the 
following men: 
To hold office until 1949: 


Mr. Eben H. Ellison, Jr., Proctor Ellison Co., 
26 South Street, Boston, to replace Mr. 
Hugh Nawn. 
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Mr. Joseph K. Milliken, Jr., reappointment. 
Dr. Samuel A. Robbins, reappointment. 

Dr. James C. McCann, reappointment. 

Mr. Harold B. Leland, reappointment. 


To hold office until 1950: 


Mr. Philip Morgan, reappointment. 
Dr. Norman Welch, reappointment. 
Dr. Arthur W. Allen, reappointment. 
Mr. J. H. Humphrey, reappointment. 
Mr. Roswell Phelps, reappointment. 


To hold office until 1951: 


Mr. Benjamin Hull, Department of Labor and 
Industries, State House, Boston, to replace 
Mr. Ernest Johnson. 

Mr. Thomas G. Brown, reappointment. 

Dr. Elmer S. Bagnall, reappointment. 

Mr. Daniel J. Boyle, reappointment. 

Dr. Eugene Walker, reappointment. 


Dr. McKittrick moved the adoption of the re- 
port and it was seconded. Dr. Bagg asked if there 
were any other nominations. There being none, 
the motion was put to vote and carried. 


Committee on Veterans Affairs— Dr. G. Philip 
Grabfield, Norfolk, Chairman. 


The Committee on Veterans Affairs had held no 
meetings since its reappointment at the annual 
meeting in 1947. It was understood at that time 
that the Committee would not meet unless some- 
thing arose that required its consideration or un- 
less some individual or corporate body brought 
some subject to it for consideration. If no matters 
requiring consideration came up by the time of the 
Annual Meeting in 1948 it was the opinion of the 
committee that it should be discharged. 

Dr. Grabfield was not present, and Dr. Bagg 
noted that the committee asked to be discharged. 
Dr. Albert A. Hornor, Suffolk, moved acceptance 
of the report. The motion was seconded. 

Dr. Lewis S. Pilcher (Middlesex South) spoke as 
follows: 


Gentlemen, there is just one point I think should be 
brought out before we proceed to accept the discharge 
of the Committee. There is a group of younger veterans 
in the Society who have been quite dissatisfied with the 
Society’s interest in veterans’ affairs. 

I am quite certain that if the Society discharges the 
Committee on Veterans Affairs, these veterans will form 
their own organization outside the Society, and take 
over the interest in veterans’ affairs that previously had 
been the province of the Society. 

This matter was discussed at the annual meeting in 
1947. At that time representatives of the Society and 
of the Veterans’ Committee very strongly opposed the 
formation of a Veterans’ Medical Society outside the 
Massachusetts Medical Society, and promised the veterans 
who were present that the Society would adequately 
represent their interests and would take whatever action 
was necessary to rule out any complaints they might have, 
and to make adjustments that were necessary. ; 

I do not know whether there is any need for such ac- 
tion or aye but obviously the Committee has taken no 
action and has taken no initiative. As the report states, 
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it was their understanding that nothing was to be done 
unless complaint was made. 

have no recommendation to make, one way or the 
other, except to mention the fact that if we discharge the 
Committee on Veterans Affairs, | know that the veterans 
will organize a society of their own outside the Mas- 
sachusetts Medical Society. gi. 

They have already had their organizational meeting, 
and another meeting is, I believe, to be held tomorrow 
morning at the Copley Plaza Hotel. 

I should be grateful if some of the men who are very 
familiar with veterans’ affairs and medical circles would 
state what they feel, and whether we could accept the 
discharge of this committee, whether we should appoint 
a more active committee, or whether we should leave things 
to a veterans’ society outside the Massachusetts Medical 
Society. 


Dr. Bagg replied as follows: 


Thank you for bringing up that matter. We were en- 
tirely ignorant of such a situation, because no reports 
had come to us at all, and there were no items to refer 
to Dr. Grabfield’s committee. 

I will say this: when I was getting together the list of 
committees last year, this committee seemed to be a 
very cumbersome one, and I have a feeling that a smaller 
committee, perhaps more actively made up of veterans 
themselves, might function better. 

Therefore, the only way out of this situation that I 
can see is to refuse to discharge the committee, and then 
have a subsequent motion that the Committee be re- 
organized on the lines laid down. ; 


Dr. Bagnall then spoke as follows: “It occurs 
to me that one way out of this would be to have 
this committee resign and let the president-elect, 
who will be the next president, appoint an ap- 
propriate committee, and that will take care of it 
all right.” 

Dr. Bagg considered that a good suggestion. He 
stated that some definite information should be 
obtained from the veterans, adding that if the 
Society asked them for suggestions for appoint- 
ments, that might solve the difficulty. 

Dr. John J. Curley, Worcester North, then spoke 
as follows: 


Last year the veterans met downstairs here, and we 
were promised that we would have either a section or 
some sort of committee within the Society that would be 
representative of the veteran physicians. This committee 
was appointed, and I know that one man in each district 
was appointed as a member of the committee, but to my 
knowledge, the man in my district was never asked to 
go to a meeting. So that whether the committee ever 
met or not, I do not know. 

But the veterans, especially the veterans of World War 
II, who are physicians are especially desirous of having 
some section within the Massachusetts Medical Society. 
Whether it be a separate section or a separate society 
is up to the Society. But as we understood last year, 
the veterans were to have a committee and were to be 
allowed to form some sort of section within the Society, 
and to date nothing has been done about it. 

Whether we need a new committee or whether we need 
some different type of committee or not, is the question. 

But I can speak on behalf of the fellows who are coun- 
cilors and who would make good live wires. I can think 
of a few men who could get this thing organized so there 
would not have to be any separate society within the 
state of Massachusetts. 

A postcard notice has been sent out that there will be 
a meeting tomorrow. I should like to suggest to the Presi- 
dent that he appoint somebody to go to that meeting 
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and speak for the Massachusetts Medical Society, as Dr. 
Pilcher and I did last year at the meeting downstairs. 
And I think Dr. Pilcher would be a very good one to send. 


Dr. John F. Conlin, Suffolk, spoke as follows: 


The matter of forming a new group is a matter that 
has been discussed quite a bit around the Common- 
wealth, and as long as it is this far on the agenda, I should 
like to rise to the point, although I am not a voting mem- 
ber of the Council. The chief argument that is put forth 
for organizing a veterans’ group of World War II phy- 
sicians is that they would be in a position to carry veter- 
ans’ organizations along with them in the event that a 
matter such as compulsory national health insurance or 
something came up. 

Whether that is enough to warrant a complete society 
or not, I hold in very serious doubt. I believe that just 
as much and just as effective work can be done by physicians 
working in existing veterans’ organizations as members 
of those organizations, and spreading the word, what- © 
ever it may be. 

Along that line, I believe very strongly, after cover- 
ing the state, — and the things I say here I hope to say 
at the meeting at 10 o’clock on Wednesday when the 
World War II physicians are in meeting, — that one of 
the greatest dangers in medicine right now is this tong 
system of the successive groups that will grow up. 

It has been said very well in recent days that first 
all the members of one specialty get together and form a 
society; then a college is formed within that society, 
and then an academy within that society, and then per- 
haps a board. And then there are multiple specialty 
groups. And in this monstrous growth we are losing 
sight of the district medical societies and the local groups 
that (and I do not think it needs any urging with this 
group) are the basis of our entire medical structure. 

They come first and are the thing we are most in- 
terested in. The Society is based on district societies 
and the national organization is based on state societies. 
Consequently, unless a very definite need exists, we should 
not multiply societies. 

There is an organization already existing that em- 
braces all physicians and veterans of all wars, the Asso- 
ciation of Military Surgeons, to which many of us alread 
belong, and, in the event that an organization is needed, 
that does fill the bill. 

Consequently, I want to get this information before 
this gathering, so that you will have some of the back- 
ground of the thinking that is going forward at the Wednes- 
day meeting. 


Dr. Bagg stated that it was probably wise to 
follow Dr. Conlin’s point of view. During the year, 
as occasion arose, the President has tried to appoint 
veterans to the various committees in the Society, 
to take part in various functions of the Society, 
rather than as a separate branch. So long as Dr. 
Conlin was speaking to the veterans, Dr. Bagg 
suggested that he carry that as the point of view 
that the Society has been trying to follow. 

The Secretary then spoke as follows: 


About two weeks ago Dr. Kenneth A. Brown, of Weston 
(he is not a member of the Council), came into the head- 
quarters of the Society and asked for information con- 
cerning veterans’ affairs. I think Dr. Brown is one of the 
moving spirits in this proposed veterans’ organization. 
I spent an hour with him trying to explain to him that 
I was sure that the Massachusetts Medical Society, 
being made up of perhaps mostly veterans of some war, 
would see to it that veterans’ affairs were considered as 
a very serious and important part of the Society activi- 
ties, and that if he would leave it to the men who are 
interested in the veterans’ affairs in the Council and in 
the various committees and that if we could have a veter- 
ans’ affairs committee, a new one perhaps appointed 
by the incoming president, his ends would be better met 


/ / 


136 


than by any separate veterans’ medical organization 
that tried to work perhaps at cross purposes with the 

iety. 

I thought he was convinced and I hope if somebody 
from the Council appears at the veterans’ meeting, that 

rson will convince the whole group, because I think 
it is extremely important that no separate group appear 
medically, certainly, to work at cross purposes with this 
one. 


Dr. Bagg stated that he would tell Dr. Grabfield 
of the discussion and suggest that, inasmuch as 
he wanted to be relieved, he resign, and let the in- 
coming president choose a new committee. 


Auditing Committee— Dr. Howard B. Jackson, 
Norfolk, Chairman, and Dr. Frank T. 
Downey, Middlesex South. 


The members of this committee were not present, 
and the President asked the Secretary to read the 
report. The Secretary read as follows: 


The Auditing Committee appointed the firm of Hartshorn 
and Walter, accountants and auditors, to audit the 
books and accounts of the Massachusetts Medical Society. 
This audit and account are hereby approved by us. 

The analysis of the revenues and expenses of the Society 
and the balance sheet of the condition of the funds of the 
Society have been inspected and approved by us. 


It was moved and seconded that the report be 
accepted. It was so voted by the Council. 

The President, according to the by-laws, stated 
that he would appoint two fellows, not members 
of the Council, as members of the Auditing Com- 
mittee for 1948-1949. The President appointed the 
same fellows, Dr. Howard B. Jackson and Dr. 
Frank T. Downey. 

It was then moved that these appointments be 
confirmed. The motion was seconded and it was 
so voted by the Council. 


Committee on Benevolence — Dr. Dwight O’Hara, 
Middlesex South, Chairman. 


The Committee on Benevolence had held one 
meeting, which Dr. Ober attended by invitation, 
and had discussed the preliminary aspects of a 
plan to activate the desire of the Council to make 
provision for certain fellows or their families who. 
have come upon hard times through no fault of 
their own. This was therefore a report of progress 
and merely indicated that the Committee hoped 
to submit definite recommendations at a future 
meeting of the Council. 

Dr. O’Hara moved acceptance of the report. The 
motion was seconded and so voted. 


Report of the Delegates to the American Medical 


Association 


The report was as follows: 


The first interim meeting of the House of Delegates 
of the American Medical Association was held in Cleve- 
land, Ohio, on January 5 and 6, 1948 
gates or their alternates were present. 
and Gear served on Reference Committees. 


All your dele- 
Phippen 
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The first business transacted was the selection of the 
recipient of the General Practitioners award. It was the 
first time the medal had been offered. There were 180 
general practitioners suggested to the trustees by medical 
organizations, civic organizations, patients and others, 
Following the routine adopted for many years in award- 
ing the Distinguished Service Medal, the trustees pre- 
sented three names for the consideration of the House. 
After the ballot was taken it appeared that Dr. Archer C. 
Sudan, of Colorado, had been chosen. Dr. Sudan has 
a medicine in Kremmling, Colorado, a town of 

67 population but with many outlying ranches. He 
has been interested in civic and public-health matters 
and has been president of the Colorado State Medical 
Society. He came on from Colorado and addressed the 
assembled general practitioners. 

The delegates to the World Medical Association were 
commended for their efforts in bringing about the for- 
mation of that organization last September in Paris. It 
was reported that forty-eight nations had joined together 
in the hope that such an organization would help to pro- 
mote world peace as well as world health. The Permanent 
Secretary will have an office in the headquarters of the 
New York Academy of Medicine. ; 

he committee appointed last year to study the nursing 
situation brought in an interesting report of iy too 
and believed they could offer a final report at the June 
meeting. Among other suggestions were bedside nursin 
under uniform standards and careful supervision, ‘Socia 
Security for nurses and the possibility of coverage of 
nursing service by insurance. Finall » a permanent com- 
mittee was authorized to confer with the American Hos- 
pital Association and the American Nursing Association 
to study this problem. 

here was some discussion about limiting the tenure of 
office of members of the House, but it was finally deter- 
mined that this matter should be left to each state society. 

As in any other business — costs have risen, and the 
American Medical Association faces a deficit of $170,475 
this year. Hence the House voted to raise the fellowship 
dues from $8 to $12. 

There was considerable discussion on the training and, 
more the distribution of interns. It was 
pointed out that many hospitals apparently are not living 
up to the gentleman’s agreement to make their appoint- 
ments on a certain specific day. Some believed that a 
year of rotating internship was advisable for any graduate 
in medicine — others thought the internship for general 
practitioners should be improved and lengthened. Finally, 
it was voted to set up a special committee on intern train- 
ing and placement consisting of five members of whom 
two should be general practitioners — this committee 
to co-operate with the Council on Medical Education 
and Hospitals, and report at the next meeting. oe 

The perennial question regarding the practice of medicine 
by hospitals (that is, the employment of pathologists, 
radiologists and anesthetists directly by the hospitals, 
without staff status, and using the profits of their respec- 
tive departments for general hospital purposes) pro- 
duced several resolutions and much discussion. any 
remedies and penalties were suggested, but it was finally 
left to a committee of five to confer with the various 
specialist organizations and to report at the next meeting. 

n the field of public relations several new workers 
were introduced but it was pointed out that each doctor 
in his daily contact with patients and their friends was 
~ eae possible agent for friendly relations with the 

ublic. 
These are some of the high lights of the session, which 
was conducted with dispatch and decorum. 


Dr. Richard M. Smith (Suffolk) moved that the 
report be accepted. The motion was seconded, 
and it was so voted. 


New Business 


Dr. Leroy E. Parkins, Suffolk, made a motion 
that the Committee on Postgraduate Assembly be 
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made a subcommittee of the Committee on Post- 
graduate Education. 

Dr. Bagg, according to Council rules, referred the 
matter to the Executive Committee. 

Dr. Bagg then read a letter from Dr. John F. 
Conlin urging the Society to conduct a health 
assembly in Massachusetts in 1949. Dr. Bagg re- 
ferred this matter to the Committee on Public 
Relations. 

Dr. Augustus Thorndike, Suffolk, read the fol- 
lowing resolution: 


Whereas at the October meeting of the Council the 
Committee on Rehabilitation and Industrial Health re- 
ported that a need existed for the establishment of a 
rehabilitation center in Boston under local management, 

And Whereas the Secretary of State has issued a char- 
ter for the Bay State Medical Rehabilitation Clinic under 
local management, 

Be it resolved that the President be authorized to ap- 
point a committee of the Society to confer with the officers 
and directors of the newly formed Bay State Medical 
Rehabilitation Clinic and to consider in what manner 
the Society may best assist in the establishment of the 
clinic or clinics, the committee to report its recommenda- 
tions with appropriate drafts of resolutions at the next 
meeting of the Council. 


Dr. Bagg referred this matter to the Committee 
on Public Relations. 

Dr. N. S. Scarcello, Worcester, presented the 
following statement: 


Disapproval is expressed of the manner of physician 
procurement and assignment as during 
the past war. It is believed that any committee set up 
to determine the availability of fellow doctors for military 
service should be elected by the Society and not be an 
appointed body. 

ealizing that future warfare will be an all-out affair 

‘most likely involving a completely mobilized civilian 
as well as military population, a much more comprehen- 
sive plan for the utilization of physicians will be required 
than the relatively simple decision by a board regarding 
.a doctor’s dispensability or indispensability to the com- 
munity. 

This matter, therefore, is one that involves not only 
doctors who were in military service during the last war 
(and who will be the first to be recalled in the event of 
another emergency) but also, most certainly, all doctors. 
The problem thus requires the thought of the Society 
as a whole. 

It is therefore moved that the president of the Worces- 
ter District Medical Society be empowered to appoint 
a committee of seven to be known as the Committee of 
National Emergency Medical Service. The duties of 
this committee will be to study the problem of physician 
mobilization in the event of national emergency; to keep 
the Society informed of state and national developments 
along these lines; and to make recommendations to the 
Society as occasion may arise. 

In view of the fact that the nation as a whole is pre- 
paring once again for national defense and that as a part 
of this plan the American Medical Association, under 
the supervision of the United States Government, is or- 
ganizing a plan for obtaining physicians necessary for 
the needs of the armed forces, it is moved that the Worces- 
ter District Medical Society, through its councilors, 

lace before the Massachusetts Medical Society a plan 
or procurement. Each district society within the Com- 
monwealth will be instructed to elect a representative 
committee, to be known as “The National Emergency 
Medical Service Committee.” One member of this com- 
mittee shall be selected to represent his district on the 
State Executive Committee. The State Executive Com- 
mittee, which shall be composed of only the elected dele- 
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gate from each district, shall then elect a chairman, who 
will be designated as the Massachusetts representative 
head of the National Emergency Medical Service. 


Dr. Bagg referred this matter to the Committee 
on Emergency Medical Service. 


Dr. Robert W. Buck, Middlesex South, read the 
following statement: 


The Massachusetts Physicians Art Association invites 
the Massachusetts Medical Society to sponsor officially 
an annual art exhibit to be held in connection with the 
annual meeting of the Society. Our association is state 
wide in its membership and is made up of members of 
the Society. In the past we have benefited greatly from 
the unofficial but generously given co-operation of the 
Executive Secretary and Committee on Arrangements. 
Our purpose in asking official sponsorship is to simplify 
the problem of obtaining adequate show space farther 
in advance of the date of the annual meeting than our 
club has been able to do working independently and to 
ensure that the art show will be an annual affair. 


Dr. Bagg referred this matter to the Executive 
Committee. 


Dr. M. J. Schlesinger, Middlesex South, read the 


following resolution: 


Whereas the membership of the Massachusetts Medical 
Society includes a considerable group engaged solely in 
the practice of pathology and 

hereas this group has no specific identity other than 
general membership in the Society and 

Whereas the problems peculiar to the practice of pa- 
thology make it desirable that this group be recognized as 
a well defined unit functioning within the structure of the 
Society and 


Whereas the New England Pathological Society has 
been recorded as favoring the recognition of such a unit 
within state medical societies, : 

Be it resolved that the Council of the Massachusetts 
Medical Society is herewith petitioned to establish a 
Section on Pathology among the membership of the 
Society. 


Dr. Bagg referred this matter to the Executive 
Committee. 

Dr. Foward Root, Suffolk, then asked that the 
President be empowered to appoint a committee 
of not less than three and not more than seven to 
consider the possible action that the Society might 
take in the attempt to bring about better public 
understanding of diabetes, its early diagnosis and 
treatment. 


Dr. Bagg referred this matter to the Committee 
on Public Relations. 


CoMMITTEE APPOINTMENTS 


Dr. Reardon read a list of nominations to com- 
mittees for the year 1948-1949. Dr. Reardon 
moved that the Council confirm his appointments. 
The motion was seconded and carried. 

A motion to adjourn was made, seconded and 
carried. The meeting adjourned at 11:05 p.m. 


H. Quimsy Secretary 
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REPORT OF THE TREASURER 


Increased membership in the Society and the return of more 
fellows to a civilian status has raised the income from resi- 
dent dues from $51,752 in 1946 to $59,020 in 1947. Non- 
resident dues correspondingly increased from $1776 to 
$2244. ew England Journal of Medicine presented 
the Society with $ $9000 in 1946 but was unable to contribute 
this year; $5000 was advanced to the Journal in 1947 
and paid back before the end of the year. In 1947, 7, $1335 
was received from censor fees, as compared with $1242 in 
1946. Net profit from the Committee on Arrangements 
was $6234, or $966 more than last year. Profit from the 
New England Postgraduate Aescunbly was $528, or $295 
less than last year. 

The annual income from endowment funds rose from 
$503 to $548 and from the General Fund from $5162 to $5895, 
but fell in the Building Fund from $1989 to $1906. Profit 
from sale of securities was $861 in the General Fund and 
$1048 in ‘the Building Fund. Subscriptions to The New 
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ournal of Medicine from men in service fell from 


England 
$62 76, which sum was turned over to the Journal 


6 to 
office. 
The book value of securities in the General Fund increased 
from $179,094 to $199,150 and in the Building Fund from 
$69,665 to $74,308. The endowment funds increased from 
$23,166 to $28,166 owing to the addition of $5000 received 
by bequest from the estate of the late Samuel B. Wood- 
ward, of Worcester, for the Cotting Fund. 

Total revenue in the General Fund fell from $78,072 in 
1946 to $76,679 in 1947, even in the face of increased income 
from dues, but this is understandable when it is recognized 
that the $9000 from the Journal’s activities is reflected in 
the 1946 figure. Total expenses rose from $51,424 to $64,630 
in 1947, and increase in revenue over expenditure fell from 
$26,026 to $12,049. An income of $76,679 on the basis 
of dues of $10 confronted with a budget for expense of $86,359 
for 1948 explains why an increase in dues is unavoidable 
in 1948. It is practically certain that the budget for 1949 
will be higher when provisions will undoubtedly be made 
for some sort of aid to members “who, through no fault 
of their own, find themselves incapacitated through ill- 
ness, injury or age,” and to “‘needy widows and orphans.” 

The total Building Fund assets stand at $76,072 and total 
General Fund assets at $243,226. The latter figure has not 
yet reached $250,000, when by vote of the Council, any 
excess will be transferred to the Building Fund. 

The Society ends 1947 with a grand total of assets in cash 
and securities of $357,528, an increase of $23,092 over 1946. 

On advice of our investment counselors, the following 
changes have been made in the portfolio of investments. 
Conveyancers Realty debentures were sold, and the pro- 
ceeds invested in American Telephone and Telegraph con- 
vertible 2.75 per cent bonds. Funds available throughout 
the year were invested in 10 shares of Hartford Fire In- 
surance Company; 25 shares of Chemical Bank and Trust; 
25 shares of Cleveland Electric Illuminating Company and 
100 shares of Southern California Edison 4.48 convertible 
preferred stock in the Building Fund. Corresponding in- 
vestments in the General Fund included 25 shares of Hart- 
ford Fire Insurance Company, 50 shares of Fidelity-Phenix 
Fire Insurance Company, 10 shares of Guaranty Trust, 
75 shares of Cleveland Electric Illuminating Company, 
300 shares. of Philadelphia Electric $1 preference stock and 
300 shares of Southern California Edison 4.48 convertible 
preferred stock. Certain long-term railway bonds and long- 
term Government bonds were sold to buy an equivalent 
amount of short-term Government bonds. This was advised 
because the firming of interest rates tends to depreciate the 
sales value of long-term bonds. 

During the year a retirement pee policy was taken out 
for the one full-time employee who so far qualifies through 
length of service. The Postwar Loan Fund ceased makin 
new loans at the end of the fiscal year, and the collatera 
held by the bank to cover these loans was reduced from 
$25, to $5000 inasmuch as seven loans made during 
the latter part of the year will run into 1948; $1180 was 
paid to the Boston Medical Library, representing $5 from 
each of the $25 dues collected from 236 new members ad- 
mitted in December, 1947. Although the Society is still 
exempt from income taxation, the Department of Internal 
~ Revenue has transferred the exemption from Section 101(6), 

corporations exclusively educational and charitable, to 
Section 101(7), corporations predominantly educational 
but making some profits. This change has brought with it 
our liability for federal old age and unemployment taxation, 
and state unemployment taxation, all coming under the 
Social Security regulations. An opinion was obtained from 
our legal advisers to the effect that the only thing was to 
concur in submitting to this taxatic n. 

This year has been the first in which the Massachusetts 
Medical Society has had its exclusive office staff. The Treas- 
urer wishes to express his appreciation of the way com- 
plex activities have been taken in hand, of the fine co-opera- 
tion that has been shown and especially of the aid given 
by the Secretary handling his particular assignment. 


CompaRATIVE Expenses, 1946 anv 1947 
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APPENDIX NO. 3 
REpoRT OF THE EXEcuTIVE COMMITTEE 


President Bagg called the mecting to order at 4:00 p.m. 
The Secretary called the roll; members from Barnstable, 
Berkshire and Hampden were absent. 

The report of the last meeting of the committee, held 
January A 1948, was accepted as printed in the April 7, 1948, 
number of the Journal. 


ComMITTEE REPORTS 
Committee on Public Relations 


Dr. Bagg pointed out that Blue Cross and Blue Shield 
relations and problems seemed to be better and that the 
Blue Cross had to retain the special services in their con- 
tract to meet commercial competition and until a Blue Cross 
reserve fund is built up. 

It was then moved, seconded and voted that the report 
of the subcommittee on Blue Cross and Blue Shield prob- 
lems be approved. Dr. Bagg then stated that since the Execu- 
tive Committee is the voting corporation of Blue Shield, the 
problems of Blue Cross and Blue Shield should be referred 
to this committee and that the subcommittee be discharged 
as approved by the Committee on Public Relations. 

It was then moved by the Secretary that the subcommittee 
be discharged and that in the future Blue Cross and Blue 
Shield problems be handled by a subcommittee of the Execu- 
tive Committee and that the President appoint such a sub- 
committee. The motion was seconded and passed. 

President Bagg then mentioned the suggestion of a sub- 
committee (Chairman, Dr. Hagler) that each member of 
the Committee on Public Relations be asked to. suggest 
to each district society that it set up machinery to handle 
calls for doctors at all times and that the Committee on 
Public Relations approve that method of action. The 
Secretary then pointed out that this subject was an extremely 
important one and that the Society office received many 
calls from people asking “Where can we get a doctor?” and 
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“Why don’t doctors answer their telephones?” and “Why 
do doctors go away and leave nobody covering for them?” 
and “What happens on Wednesdays when every doctor is 
out of town?” 

The Secretary said that he believed that this was a dis- 
tinct duty of the Society, and that it had been so mentioned 
in the State Legislature and at the last meeting of the House 
of Delegates. He also said that the Massachusetts Medical 
Society is the only body able to take a step to see to it that 
the people get medical care when they need it. The Secretary 
moved that the action of the Committee on Public Rela- 
tions on this matter be approved. The motion was seconded 
and passed unanimously. 

It was then moved and seconded that the President ap- 
point a committee to act in an advisory capacity in the pro- 
cedure of transferring the Blood Bank from the Massachu- 
setts Public Health Service to the Red Cross and in super- 
vising the work thereafter. This motion was passed. 

Dr. Bagg then stated that he had appointed Drs. Gallupe 
and John W. Spellman to work with the Hospital Presi- 
dents’ Joint Committee to discuss or ge hospital costs 
and to assist in te 3g Senate Bill 430, which was drawn 
to set up a purchasing commission to determine the costs 
of caring for patients whose bills are paid by a third party. 
The Secretary stated that he and Br. Spellman had at- 
tended the. meeting and had made it plain that they could 
not be held as representing the Society until the action of 
President Bagg had been: approved by the Council. The 
Secretary then moved that the Committee approve the ac- 
tion of the President in appointing such a subcommittee 
and that the program instituted by the Hospital Presidents’ 
Association be approved. The motion was seconded and 
so voted. 

Dr. Root’s suggestion that the responsibility of detecting 
untreated latent cases of diabetes should be borne by the 
medical profession was read by the Secretary. It was then 
moved and seconded that this matter be referred to the 
Committee on Public Health. It was so voted. 

Dr. Bagg then complimented Dr. John Conlin for his 
work on the Nolen-Miles bill and commented upon the 
dinners given to the Legislative Committee on Public Health 
by the Committee on Legislation of the Society. Dr. Bag 
also stated that the Committee on Public Relations ha 
approved the employment by Dr. Conlin of an assistant 
(paid for out of his budget) to help him in his fight for this 
valuable legislation. It was then moved that the Com- 
mittee recommend that this action be subject to approval 
by the Committee on Finance. The motion was seconded 
and so voted. 


Committee on Legislation 


It was moved that this informative report be accepted. 
The motion was seconded and so voted. 


Committee on Publications 

It was moved that this informational report be accepted. 
The motion was seconded and so voted: 
Committee on Ethics and Discipline 

It was moved and seconded that this informational report 
be accepted. The motion was seconded and so voted. 
Committee on Membership 


The Treasurer made two corrections and it was moved 
that the report be accepted. The motion was seconded and 
so voted. 


Committee on Public Health 


The Secretary moved that the Executive Committee en- 
dorse the program for the study of heart disease by the 
Massachusetts Department of Public Health in co-operation 
with the United States Public Health Service and Harvard 
— School. This motion was seconded and it was so 
voted. 


Committee on Medical Defense 

It was moved that the report of this committee be ac- 
cepted. The motion was seconded and it was so voted. 
Committee on Society Headquarters 


It was moved that the report of this committee be accepted. 
The motion was seconded and it was so voted. 
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Report of the Treasurer 

It was moved that this report be accepted. The motion 
was seconded and it was so voted. 

The Treasurer remarked that up to April 2 he had 
received $113,414 in dues and $2298 in nonresident dues. 
The Boston Medical Library had been paid $22,580. More 
men had paid their dues by the first of March than had 
last year. Dr. Phippen said that the Library Trustees were 
very grateful and that they had started to do what they 
could to put the Library on a firm, working basis. He stated 
that the Library was being talked about all over the Com- 
monwealth and that it is a place worth talking about. 


Committee on Expert Testimony 

This report recommended that the Committee be a stand- 
ing committee and that it co-operate with the Committee 
on Ethics and Discipline and the Committee on Medical 
Defense. The committee would act as a clearing house for 
all cases in which ordinary or expert medicolegal testimony 
is concerned. 

It was moved that the recommendations of the committee 
and the proposed amendment to the by-laws be approved. 
The motion was seconded. In the discussion it was brought 
out that by-law changes should be referred to a committee for 
that purpose. It was also brought out that so-called “lis- 
teners” would be used in cases concerning malpractice 
suits and that these “listeners” could be requested by counsel 
on either side and that there would be no fees paid to “listen- 
ers.” The President called for a vote on the above motion, 
and it was so voted. 


Committee to Meet with the Massachusetts Hospital Association 


It was moved that the report be accepted. It was seconded 
and so voted. 


Committee on Postgraduate Medical Education 

It was moved that the report be accepted and the recom- 
mendations in it be approved. Dr. Bagg pointed out that 
the committee wants suggestions regarding its activities 
and is open minded about Revie clinics rather than didactic 
lectures. The motion was seconded and so voted. 


Committee on Medical Economics 


It was moved by the Secretary to accept the report and 
approve the committee’s approval of the objectives of the 

ational Physicians’ Committee, but to disapprove of some 
of the methods employed by that organization. This motion 
was seconded, and it was so voted. ~ 


Committee on Physical Medicine 


It was moved that the report be accepted. The motion 
was seconded and so voted. 


Comer, to Make Recommendations for Directors of Blue 
te 

It was moved to accept the report. The motion was 
seconded and so voted. 


Committee on Veterans’ Affairs 


The Secretary moved that this committee be discharged. 
The motion was seconded, and it was so voted. 


Committee on Benevolence 


The President remarked that when the Society dues were 
increased benevolence was to be considered and that he 
was authorized to appoint a Committee on Benevolence. 
Dr. O’Hara was good enough to act as chairman and the others 
accepting were Drs. Badger, Buck, Hubbard and Lund. 
It was moved to accept the report. The motion was seconded 
and so voted. 


Report of the Delegates to the House of Delegates of the American 
Medical Association 
It was moved to accept the report. The motion was 
seconded, and it was so voted. 


OTHER BusINEss 


Dr. Bagg suggested that it would be in order to make a 
motion to have appointed a standing committee to con- 
sider and properly to write suggested changes in the by- 
laws and that the Committee on Council Rules might be ex- 
panded for this purpose. It was then moved that it be 
recommended to the Council that the Committee on Council 
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Rules be made a standing committee on constitution and 
by-laws and council rules. This motion was seconded and 
it was so voted. 

The Secretary gave each member a copy of the changes 
in the by-laws already approved by the Council and written 

roperly by Dr. Hornor at the request of the President. 
The President stated that he would take it for granted that 
they~ were approved by the Executive Committee unless 
errors had been detected. No errors were noted. : 

Dr. Bagg then stated that the Council had previously 
recommended a committee on emergency medical service 
and that he had received an acceptance from Dr. Reginald 
Fitz, as chairman of such a committee. 

Every state governor has been asked to set up a program 
to care for emergencies and the Massachusetts Medical 
Society committee would be expected to co-operate with the 
Governor’s committee. It was moved that the recommenda- 
tion of the American Medical Association to activate such 
a = be approved. The motion was seconded and so 
voted. 

The Secretary then stated that he had attended a meeting 
of the Council on National Emergency Medical Service at 
Chicago, April 5 and 6, at the request of Dr. Bagg. The 
purpose of the meeting was to acquaint the doctors with the 
civilian-defense problems of an atomic war and to present 
a resolution against a special draft call for physicians. 

r. Bagg then presented a request from the Biological 
Laboratory Department asking for support from the Society 
in getting more money to maintain and continue their work 
in Rh blood testing. It was moved that the Executive 
Committee go on record as favoring the expenditure of public 
funds for the maintenance of this service. The motion was 
seconded and so voted. , 

A motion to adjourn was made, seconded and so voted. 


H. Quimsy Secretary pro tempore 
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Report oF CoMMITTEE ON Pus.ic RELATIONS 


The meeting of the Committee was held at the Harvard 
Club at 6:00 p.m. on March 3, 1948. In addition to the 
representatives of thirteen district societies there were 
present: President Edward P. Bagg, who acted as chairman 
of the Committee: Dr. Daniel B. Reardon, president-elect; 

r. H. Quimby Gallupe, secretary of the Massachusetts 
Medical Society; and Dr. John F. Conlin, Director of Medical 
Education and Information. 

The report of the Secretary, as printed in the advance 
notice of the meeting of the Council on February 4, 1948, 
was accepted. 

A resolution was adopted that in the future the meetings 
of the Public Relations Committee be held at 5:00 p.m. 
on amon but not on the second Wednesday of the 
month. 

Dr. Charles D. McCann, chairman of the Commitee on 
Blue Cross-Blue Shield Problems, presented the following 
report: 


A meeting of the Sub-committee of the Public Rela- 
tions Committee was held at the Harvard Club, Boston, 
on January 28, 1948, with the following members of the 
Society present: Edward Bagg, president; H. Quimby 
Gallupe, secretary; Nicholas Scarcello (Worcester); Charles 

Hayden, medical director of the Blue Shield; Albert 
A. Hornor (Suffolk); Harold R. Kurth (Essex North); 
and Charles D. McCann (Plymouth). 

The resolution of Dr. Scarcello, ‘That the Blue Shield, 
through its employees, determine accurately an appli- 
cant’s yearly earnings before issuing a policy; and secondly, 
that these earnings be reviewed each year,” was discussed 
and it was learned that a new system of notification was 
being tried out in Worcester District, and that if this 
new form proved satisfactory it would be extended into 
all the districts of the Society. 

Dr. Scarcello was satisfied with this progress. 

The resolution of the Middlesex North District Medical 
Society, that the Blue Shield fees be increased, was dis- 
cussed, and Dr. Hayden reported that the Blue Shield lost 
about $12,000 last year, but that if the fee table was right 
in 1939 the payments to physicians should be increased. 
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The situation, brought to light by Dr. S. A. Dibbins, 
Middlesex North, whereby bills of patients hospitalized 
for diagnosis were paid in some cases and not in others, 
was discussed, st the Committee had the assurance 
of Dr. Hayden that the condition would be corrected. 

A report by Dr. Scarcello, Worcester District, on the 
lack of information given members of the Society re- 
garding Blue Cross and Blue Shield, was discussed, and 
Dr. Hayden stated that the presidents of the district 
societies had. been asked to appoint an administrative 
committee to work with the Blue Cross and Blue Shield 
and through this committee better information would 
be available to the members of the Society. 

The resolution of Dr. Bernard Appel, Essex South, that 
“The medical staff of the Salem Hospital unanimously 
opposed the inclusion of professional services in the Blue 
Cross policy,” was discussed, and the Committee voted 
to bring this resolution before the Public Relations Com- 
mittee. 

The meeting was adjourned at 10:15 p.m. 


ALBERT A. Hornor 

Haro.p R. Kurtu 

Cuarues D. McCann, Chairman 
of the Sub-committee of the 

Public Relations Committee 


This report was accepted by the Committee on Public 
Relations. A motion was then proposed and adopted that 
this committee be discharged, and that any future problems 
with reference to Blue Cross and Blue Shield be directl 
referred to the Executive Committee of the Council, whic 
is the corporate body of the Blue Shield. 

President Bagg reported to the Committee on Public 
Relations that at a Directors’ Meeting of the Blue Cross 
he presented the report of the Special Services Committee. 
This report was approved by the Directors in principle, 
but it was felt that at present the special services of roent- 
genology, pathology, and anesthesiology must continue 
as part of the Blue Cross coverage to meet the competition 
of the regular insurance companies. It was felt that as the 
financial condition of the Blue Cross improved, more con- 
sideration could be given to the recommendations of the 
Special Services Report. 

r. Frederic Hagler, Hampden District, reported for 
his subcommittee. At present all calls and inquiries with 
reference to physicians that were being sent in to head- 
quarters were being dispersed to the respective district 
secretaries. It was felt that this procedure was very unsatis- 
factory and at times quite confusing. As a for A of this 
report Dr. Nicholas S. Scarcello, Worcester District, pre- 
sented the following resolution: 


That each member of the Public Relations Committee 
present to his District Society the problem of handling 
such calls and inquiries and that each District Society 
set up the machinery whereby such calls and inquiries 
could be satisfactorily handled. 


When such an organization has been created the district 
secretary will so inform the secretary of the Massachusetts 

edical Society of the procedure. This resolution was 
adopted. 

President Bagg reported that there had been numerous 
complaints and criticisms that it was becoming increasingly 
difficult to obtain medical service during the night, on 
holidays, and over week ends. Dr. James V. McHugh offered 
the following resolution as a solution of this problem: 


That the question of medical coverage for nights, 
holidays, and week ends be presented by each member of 
the Public Relations Committee to his district medical 
society, and that the district medical society initiate 
such programs as will satisfactorily solve this situation. 


This resolution was also adopted. ; 
President Bagg requested that the Committee on Public 
Relations recommend that he, as president of the Massa- 


chusetts Medical Society, be empowered to appoint a com- 
mittee that would act in an advisory capacity in the pro- 
cedure of transferring the Blood Bank from the Public 
Health Service to the Red Cross. 
received unanimous support. 


This recommendation 
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Mr. Arthur G. Rotch, a member of the Hospital Presidents’ 
Association, had recommended the setting up of a council 
for the study of the cost of voluntary hospitals. He had 
requested President Bagg to appoint two representatives 
of the Massachusetts Medical Society to this council. The 
Public Relations Committee endorsed this request. 

A booklet entitled “Our Bay State ‘Dreyfus’ Scandal 
and Snake Pits,” by Lockwood Myrick, a member of the 
Massachusetts Legislature, has been sent to each member of 
the Public Relations Committee. It was .the unanimous 
expression of the members that the secretary of the Public 
Relations Committee write Mr. yrick an appreciative 
letter of his report with reference to the state of mental 
hospitals in Massachusetts. The following letter was sent 
to Mr. Lockwood Myrick by the Secretary: 


As Secretary of the Public Relations Committee of the 
Massachusetts Medical Society I have been directed by 
that Committee to send you this letter of appreciation 
of the booklet which you have sent to each member of 
our Committee. 

It is the opinion of the Committee that you have 
given much time, thought, and effort to this report con- 
cerning the state of mental hospitals in Massachusetts. 
One finds much information here which will serve as a 
basis for serious thought and consideration on the part 
of the medical profession. 


Dr. Howard F. Root, Suffolk District, called to the at- 
tention of the Committee that according to a survey made 
o the United States Public Health Service there are prob- 
ably close to a million undiscovered or latent cases of diabetes 
in this country. The American Diabetes Association, com- 
posed of a thousand physicians interested in diabetes, has 
appointed a committee to consider means of discovering 
these latent cases. This committee is considering a “Diabetes 
Week” for some time in November or December. It was 
Dr. Root’s opinion that it would be a great advantage if 
a concerted effort to carry out this program was made by 
proper greg and local committees under the super- 
vision of the medical profession. He furthermore felt that 
it was the responsibility of the medical profession to seek 
out these untreated latent cases of diabetes rather than to 
have lay organizations or public health officials initiate 
such a.program. The Public Relations Committee endorsed 
Dr. Root’s opinion. 

Dr. John F. Conlin, Director of Medical Education and 
Information, stated that he had complete confidence in the 
eventual passage of the Nolen—Miles Pound Bill. 

He stated that it would soon be necessary for him to 
have an assistant to help him prepare some of the special 
material that is necessary in the proper function of his 
office as Director of Medical Education and Information. 
This part-time public relations assistant would require a 
supplementary budget of approximately $1500 a year. 
The Committee recorded itself as endorsing this recom- 
mendation. 

The meeting adjourned at 9:30 p.m. 


Harotp R. Kurtn, Secretary 


APPENDIX NO. 5 


ComMITTEE ON LEGISLATION 


Since January 1, 1948, the Committee on Legislation has 
reviewed and taken action on seventy-nine bills coming 
before the State Legislature this year. In general it opposed 
any legislation that, in its opinion, would lower the standards 
of medical care in the Commonwealth, or would transfer 
the responsibility for the treatment of the patient from a 
local to a state level. The Committee observed that, whereas 
it could approve of a number of bills in principle, many 
were so loosely drawn as to permit unpredictable expan- 
sion and possible participation of the state in the field of 
personal health services for individuals. 

The Sub-Committee on National Legislation continued 
to study bills coming within the scope of its special interest. 
It approved the objectives of the National Science Founda- 
tion Act of 1948 (HR4852), preferring, however, that the 
director of the Foundation be approved by the President, 
by and with the consent of the Senate from a panel of nom- 
inees selected by the members of the Foundation. 
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Attention was called to S. 2189, a bill to “‘assist the States 
in the development and maintenance of local public health 
units and for other purposes,” drawn up by the Associa- 
tion of State and Territorial Health Officers. This bill has 
been commended to the president of the Society by the 
Massachusetts Commissioner of Public Health. Whereas 
the American Medical Association has recorded its approval 
of federal aid to assist in the development of local health 
units under point two of the Ten-Point National Health 
Program, the Board of Trustees have placed emphasis on 
the principle that medical care and treatment are not prop- 
erly functions of public-health units. The Committee, in 
reviewing S. 2189, approved of the broad principles of the 
bill, but believed that it should contain restrictions that 
would make it clear that the Surgeon-General may not, by 
regulation, require that local health units engage in treat- 
ing the sick. Section five (B) (4) permits the surgeon-general 
of the Public Health Service, by regulation, to prescribe 
the “types of health services” that shall be considered basic 
health services. 

On March 3, 1948, Senator Saltonstall called hearings on 
S. 1290. This bill calls for the development of school health 
services defined as being “services for the prevention, diag- 
nosis, and TREATMENT of physical and mental defects, 
and conditions of school children.” The bill calls for no means 
test, and would use public funds for services to those unable 
to pay their own way. The Committee on Le; islation was 
not given sufficient notice to consider this bill, and it ts 
mentioned in this report only to call it to the attention of 
the Society. : 

Georce R. Duntop, Chairman 


APPENDIX NO. 6 


ComMITTEE ON PUBLICATIONS 


The New England Journal of Medicine and the Massachu- 
setts Medical Society sustained a great loss in the death 
of Dr. Robert N. Nye, on September 10, 1947. Dr. Nye 
had been editor of the Journal since January 1, 1937, so 
that his tenure of office was nearly eleven years. When 
the Massachusetts Medical Society purchased the Journal, 
Dr. Walter P. Bowers became the editor. He managed it 
so well that, when he relinquished his responsibilities to 
Dr. Nye, it had already become recognized as a journal 
of outstanding merit, Dr. Nye built upon the solid founda- 
tion that Dr. Bowers had established, and, at the time of 
his death, the Journal was one of the best medical weeklies 
in the country. Dr. Nye brought to the duties of editor 
a keen mind, an acute business sense, a critical, scientific 
judgment and a commanding personality. He was devoted 
to the best interests of the Journal and the Massachusetts 
Medical Society. His superior abilities are evidenced by 
the progress the Journal made under his rr 

n January 1, 1937, the total circulation of the Journal 
was 6131, and only 1006 copies went to others than mem- 
bers of the Massachusetts Medical Society. At the end 
of 1947, 25,001 copies of the pt hy 2 were distributed — 
19,241 to others than members of the Society. This is a clear 
demonstration of the fact that the Journal is now a national 
medical publication and that its high quality is appreciated 
beyond the confines of the Society. In 1936, the last year 
before Dr. Nye becamé editor, the income from advertising 
was $19,984.65; in 1947, income from this ‘source was 
$117,804.23. The total operating expense for 1936 was 
$58,682.56; and for 1947, $240,630.54. In 1937, the Society 
contributed $20,500 toward the publication of the Journal — 
a cost of approximately $4.00 per member. For the past 
three years the Journal has been published without expense 
to the Society, and the Journal has paid to the pars 
of the Society the sum of $31,800. This is a record of whic 
the Journal and the Society may well be proud. The Com- 
mittee on Publications pays affectionate and admiring 
tribute to Dr. Nye. 

The Committee was confronted with a grave respon- 
sibility in appointing a new editor of the Journal. It was 
fortunate, in the interim, that Miss Davies’ devotion and 
mastery of all the details of publication, and Mr. O’Leary’s 
editorial skill, made possible the uninterrupted publication 
of the Journal. We appreciate, also, the loyalty and un- 
selfish service of the office staff during this period. Dr. Nye, 
when he was taken ill, had asked Dr. Garland to be acting 


~ 


2 


/ 
= 


Vol. 239 No. 4 


editor during his absence, and he continued in that capacity, 
at the Committee’s request. Dr. Garland performed this 
interim service at a real personal sacrifice, and the Com- 
mittee is appreciative of this. The Committee, after due 
consideration, appointed Dr. Joseph Garland as editor, 
and he assumed his duties on November 1, 1947. Dr. Garland 
has been associated with the Journal for many years as a 
member of its editorial board and as an editorial writer. 
e Committee is grateful to Dr. Garland that he was 
willing to accept the editorship. It involved the relinquish- 
ment of his private practice and a complete readjustment 
of his activities. The Committee is confident that the Journal 
will continue to go forward under his guidance and con- 
gratulates itself and the Society upon its good fortune. 
During the year 1947 The New England Journal of Medicine 
continued to expand. As of the issue of December 25, Journals 
were sent to 14,375 regular subscribers, —a gain of 2301 
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over 1946; 4081 student subscribers, — a gain of 779 over 
1946; 5770 members of the Massachusetts Medical Society, 
—a gain of 390; 251 “once-a-month” subscribers from the 
New Hampshire Medical Society, 219 “regular” subscrib- 
ers from the New Hampshire Medical Society, 172 exchanges 
58 complimentary recipients and 75 advertisers, —a tota 
circulation of 25,001, as compared with 21,384 at the end 
of 1946. 

The publication cost of the Journal, including all charges 
“for printing, binding, mailing and stock, was $165,062.16 
in 1947, as compared with $120,531.42 for 1946. The total 
costs were $240,630.54, as compared with $180,327.86 for 
1946. The revenue from advertising was $117,804.23 in 
1947, as compared with $93,345.21 in 1946. The revenue 
from subscriptions in 1947 was $106,916.22 as compared 
with $84,792.33 in 1946. The total revenue for the year 
was $239,548.93 as against $191,605.57 for 1946. There 
was a net loss of $1081.61 in 1947 as compared with a net 
profit of $11,277.71 in 1946. A new item of expense was 
added in 1947, amounting to $3684.78 for policies under 
the new Pension Plan. 

The $5 > Sg wegen by the Society for the Journal’s 
use, which had been expended in the purchase of paper, 
was returned to the Treasurer at the end of the year. 

On January 1, 1948, subscription rates were increased to 
$7.00 per annum for regular subscribers, and $4.00 for New 
Hampshire regular subscribers and for students. Also, 
on that date, the increased advertising rates determined 
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a prior to January 1, 1947, became effective. These 
changes should result in a moderate increase of income, 
which will help to offset the increased costs of publication. 

During the year the Editorial Board has considered a total 
of 306 manuscripts, of which 188, or 64 per cent, were ac- 
cepted. The rare Si in 1946 were 292 and 201, 
and, in 1945, 203 and 129. The number of text pages in- 
creased from 1834, in 1946, to 2000 in 1947. 

New, machine-coated paper stock has become available 
and will be put into use as soon as the old stock is exhausted. 
This will make a great improvement in the appearance of 
the  hdgsdoee particularly in the reproduction of cuts. 

The outlook for 1948 appears good, although no one can 
predict with certainty what economic: conditions may pre- 
vail. An abundance of manuscripts seems assured, which 
permits the Editorial Board to exercise even higher standards 
of acceptance than formerly. 3 

On January 1, 1948, a pension plan for employees of the 
Journal, which had been considered for a long time, came 
into operation for three individuals. Other members of the 
staff will be added to the plan as they become eligible. The 
expenses of the Journal will be increased about $3500 i. 
This amount will be modified later by dividends and addi 
pensions. 

The Registry of Fellows was published in 1947 and dis- 
tributed to Members of the Council and to the Officers of 
District Medical Societies. The cost was $1,515.31. 

A summary of the financial transactions for the year is 
appended to this report. The accounts have been audited 
by Hartshorn and Walter. Their report and the detailed 
financial report are in the hands of the Treasurer of the 
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AsstTrRAcT oF AupITOoR’s REPORT 


Current assets: 
5,671.50 


0,126.21 
1,914.28 


$17,711.99 
644.35 


Surplus $17,067 .64 
Expenses: 
Publication of Journal 
Publication of reprints 10,208 .04 
ce and other salaries »AUU. 
Office and sundry expense 7,098.19 
Pension Fund 3,684.78 


Revenue: 
\dvertising 
engraving. ..... 


$165,062.16 


$117,804. 23 
10,456. 36 
106,916.22 
3,762.43 
$239,548.93 
$1,081.61 


Subscriptions (other than M. M. S.) 
Miscellaneous 


Net Loss to M. M. S.* 
*No contribution from Society. 


APPENDIX NO. 7 


ComMITTEE ON Etuics AnD DisciIPLiNE 


The work of the Committee during the past year has 
been varied and interesting. The usual number of com- 
plaints by laymen against physicians are of the usual type, 
overcharging, improper treatment and refusal to attend 
emergencies. These have been considered and resulted in 
clearance of the doctors involved. A third of the com- 
plaints were based on the refusal of doctors to attend an 
emergency. Following the report of the findings of the 
Committee to the plaintiffs several letters were received, 
each one closing with the comment: “another vote for social- 
ized medicine.’ 

Seventeen requests for advice regarding ethical procedure 
have been received. These varied from questions concern- 
ing newspaper insertions of notices announcing opening of 


|_| 
$ 250(00 
240,000 
230,000 a ee 
220,000 f 
210000 21,000 
200,000 f 
190000 a 
180000 
170960 f 17,000 
160900 a 
#80000 15,000 
130,000 Poid Circulation Gn numbers) 13,000 
12000 Eorned Revenve 12,000 
70,000 7,000 


144 


office for practice to questions about the doctor’s duty to 
his patient while on the witness stand. Two inquiries re- 
cently received asked, “Was it ethical for an expert wit- 
ness to charge ten per cent of the total sum received as 
damages in a tort case as his fee for giving testimony in 
the plaintiff’s behalf?” and “Was it ethical for a doctor, 
having referred a patient to a surgeon who sent his bill and 
was paid, and the doctor having sent his bill and been paid, 
to ask the patient for an additional amount equal to fifty 
per cent of the surgeon’s bill for esi | the case?” Most 
of these inquiries were answered by the Chairman, the 
answers being referred to the Committee for ag deicnin 
in many instances a letter was received from the inquiring 
doctor thanking us for our advice. 

hile these complaints and inquiries constituted a greater 
part of the work of the committee, there have been numerous 
complaints of more serious nature. These resulted in con- 
versations with the chairman and hearings before the full 
Committee and were decided by the Committee. 

group of cases were of such importance that they should 
be mentioned here briefly: 


First, a complaint was received against a fellow for de- 
liberate violation of Section 4 of Chapter 3 of the Prin- 
ciples of Medical Ethics of the American Medical Asso- 
ciation. Investigation showed that the fellow was guilty 
as charged. This is considered a more serious infringe- 
ment as the fellow had been advised previously by the 
Committee regarding his procedure in these matters. 
He was severely reprimanded by the Committee and 
was told that his future connections with the Society 
would depend upon his subsequent actions in this regard. 
The case was placed on file. 

Second, two complaints against fellows of sex perver- 
sion were received. The first fellow was convicted in a 
Court of lewd practices. After thorough investigation, 
the Committee decided that the defendant was more 
sinned against than sinning. He was cautioned by the 
Committee and the case placed on probation, pending 
any further complaint. the second complaint against 
a physician was of improper actions during the course 

of an examination. The doctor denied the truth of any 
such accusations. Owing to the lack of corroborative 
evidence on either side, no action was taken. This case 
was also placed on file. 

Third, a complaint was received from a certain welfare 
society in a neighboring city charging two doctors with 
having entered into a conspiracy to aid and abet the 
adoption of an unborn child under “‘black market” methods. 
The director of the society appeared and claimed that 
this practice had been going on for some time in her city 
and was viewed by her society with a good deal of con- 
cern. After consultation with an attorney she brought 
it to our attention. A hearing was given to her and to 
the parent of the child. The doctors in quéstion were called 
in consultation with the chairman and by him referred 
to the full Committee. Following the hearings of the 
two doctors before the Committee, it was their unani- 
mous opinion that the doctors had been unethical and 
were guilty as charged. They were so informed. The 
penalty for this act was taken under advisement. Follow- 
ing this meeting, subsequent investigation brought forth 
evidence that one of the doctors, attempting to intim- 
idate the plaintiff, brought threats against her that would 
definitely violate Section 1 of Chapter 2 of the Principles 
of Medical Ethics. The other doctor was found to be 
definitely guilty of attempts at extortion. A second dis- 
cussion was carried out at the December meeting of the 
Committee, and the decision of the Committee again 

ostponed to the January meeting. At the meeting on 
Teuaore 24, the matter was again discussed, and it was 
unanimously voted by the Committee that the two erring 
fellows be asked to resign from the Society. A request 
to this effect was sent to each of them and their resignations 
followed. These resignations were sent through the usual 
channels to the Committee on Membership for action, 
and the case was considered closed. 


In closing we wish to call attention once again to the 
number of complaints received from disgruntled laymen 
concerning the attitude of the members in responding to 
emergency calls. This is not restricted to Bos soo of the 
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Massachusetts Medical Society. It seems to be prevalent 
throughout certain parts of New England. It is the duty 
of all of us to see that no action on the part of any of us 
should detract from the honor and dignity and usefulness 
of the Society. 

R. Stratton, Chairman. 


APPENDIX NO. 8 


ComMITTEE ON Pusiic HEALTH 


As secretary of the Public Health Committee of the 
Massachusetts Medical Society, I herewith submit the 
resolution of that Committee that “‘we endorse in principle 
and support” the following Heart Disease Epidemiological 
Studies to be eonducted by the Massachusetts Department 
of Health, Harvard Medical School, and the United States 
Public Health Service. Dr. Vlado Getting, Commissioner 
of Public Health, has requested such endorsement. These 
studies have the approval of the New England Heart Asso- 
ciation. The Executive Council of the New England Heart 
Association constitutes the Advisory Committee to those 
conducting the program. 

The first of the two studies referred to above is known 
as “The Heart Disease Epidemiology Study.” This will 
consist of examination and long-term follow-up study of 
a sample adult population in the city of Framingham to 
detect what will i considered an average incidence of heart 
disease. Arrangements have been completed with the Fram- 
ingham Union Hospital, the physicians in the community 
and the local board of health for co-operation. Findings in 
individual cases will be communicated to the family phy- 
sician. The duration of the study will be approximately 
five years. 

The second aspect of the study is known as “‘The Public 
Health Aspect of Heart Disease.” Its objective is to find 
ways further to reduce cardiovascular disease and conserve 
cardiac function in the general population. The Board of 
Health of Newton has invited the Department of Public 
Health to use the City of Newton for this purpose. It is 
planned to develop the Public Health Nursing aspect, 
morbidity and mortality reporting and health education. 
It is also Faron’ to promote the general study of heart 
disease and control methods in the community by such 
agencies as the Newton Medical Club, Newton-Wellesley 
Hospital, Newton Health Department, Visiting Nurses Asso- 
ciation, Social Welfare Groups and so forth. The proposed 
duration of this study, which will be limited to heart disease 
among adults, is three years. It is recommended that the 
Council, at its next meeting, approve endorsement of the 
above by the Society. 

Joun J. Poutas, Secretary 


APPENDIX NO. 9 


ComMITTEE ON INDUSTRIAL HEALTH 


This report is informational only for the reason that the 
chief efforts of the Committee during the year were de- 
voted to the convention or annual meeting of several pro- 
fessional groups held in Boston in the latter part of March * 
and early April. It seemed impractical to prepare the Com- 
mittee’s report on or before March 15, 1948, the deadline 
for publication in the circular of Advance Information for 
the Council. It seemed desirable to delay the report to 
evaluate the work of the Committee. 

In September, 1947, the Committee was asked by and 
agreed with the officers and directors of the American Asso- 
ciation of Industrial Physicians and Surgeons and affiliated 
groups to function as the Local Arrangements Committee 
and to prepare the program for the annual meeting of the 
Association, to be held in Boston from March 27 to April 4, 
1948, inclusive, and to co-operate with the several com- 
mittees representing the Conference of Governmental 
Hygienists, American Association of Industrial Hygienists, 
American Association of Industrial Dentigsts and American 
Association of Industrial Nurses. 

The scientific meeting of the Association of Industrial 
Physicians and Surgeons began with a clinical conference 
at the Massachusetts General Hospital on Tuesday morning, 
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March 30, continuing on that afternoon at the Boston City 
Hospital and thereafter at the Hotel Statler on the follow- 
ing three days. 
any members of the Massachusetts Medical Society 
graciously gave their time and talent to participate in the 
program, and their presentations were very well received. 
here was a total registration of 1652 persons. In at- 
tendance were physicians and nurses engaged in or in- 
terested in industrial health from nearly every state in the 
Union, many from Canada and a few from foreign countries. 
It has been stated verbally over and over again and re- 
ported by uncounted letters that the meeting was an out- 
standing success. 
The Committee expresses its appreciation and its gratitude 
to the members of the Society who helped to make this 
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national meeting on industrial health the success that it has 
been acclaimed. 

Two of the members of the Committee with the Chairman 
represented the Society at the Congress on Industrial Health 
of the American Medical Association at Cleveland in January. 
That also was a successful meeting, as one would expect it 
to be under the management of Dr. Carl M. Peterson, secre- 
tary of the Council of Industrial Health of the American 
Medical Association. 

Other activities of the Committee were confined to offer- 
ing suggestions and help to a few industrialists interested in 
organizing medical services in their plants, meeting with 
industrial nurses concerning their particular problems and 
directing physicians interested in industrial work toward 
potential positions. 

Danie. L. Lyncu, Chairman 


CASE RECORDS OF THE 
MASSACHUSETTS GENERAL HOSPITAL 


Weekly Clinicopathological Exercises 
FOUNDED BY RICHARD C. CABOT 


Tracy B. Mattiory, M.D., Editor 
BENJAMIN CasTLEMAN, M.D., Associate Editor 


Epitn E. Parris, Assistant Editor 


CASE 34301 


PRESENTATION OF CASE 


First admission. A _ fifty-eight-year-old woman 
was admitted to the hospital complaining of pruritus 
and jaundice. 

She was perfectly well until five months before 
admission, when she first noted persistent generalized 
pruritus. Two months later the stools became 
lighter, and the urine became “tea colored.” Two 
and a half months before admission the pruritus 
became intense, and icterus of the skin and scleras 
appeared. Her appetite became poor after the 
onset of jaundice, but in about two weeks it re- 
turned to normal. There was no abdominal pain, 
back pains, chills or fever. Except for an occasional 
sensation of epigastric pressure following meals, 
she had had no gastrointestinal symptoms until 
. the onset of the present illness. 

There was no history of alcoholic intake, ascites, 
intolerance to fatty foods or previous jaundice and 
no history of drug habits or blood or plasma trans- 
fusions. One month before the onset of pruritus 
she visited relatives, two of whom were in bed 
with jaundice (allegedly, “infectious hepatitis”). 

Physical examination showed the skin and scleras 
to be icteric. There was slight palmar erythema, 
which was prominent at the fingertips. About the 
cheeks, neck, arms, trunk and legs were numerous 
“‘pea-to-bean-sized, soft, intracutaneous_ cysts.” 
Numerous café-au-lait spots were present over the 
trunk bilaterally. No spider angiomas were present. 


The liver edge was palpable three fingerbreadths 
below the costal margin and was smooth and non- 
tender. The spleen could not be felt. 

The temperature was 98.6°F., the pulse 80, and 
the respirations 20. The blood pressure was 125 
systolic, 80 diastolic. 

Examination of the blood revealed a white-cell 
count of 7700, with a normal differential. The 
hemoglobin was 12 gm. 

The urine was normal; no bile was present. Uri- 
nary urobilinogen varied from 0.4 to 1.8 Ehrlich 
units. The stools were brown, formed and guaiac 


negative. The prothrombin time, which was 55 


seconds, promptly returned to normal after one dose 
of vitamin K. The van den Bergh reaction was 2.4 
mg. per 100 cc. direct, 2.7 mg. indirect. The cepha- 
lin-flocculation test was + in twenty-four and forty- 
eight hours. The serum albumin was 4.12 gm., ahd 
the globulin 2.56 gm. per 100 cc. The alkaline phos- 
phatase was 12.5 units. A week later the van den 
Bergh reaction was 1.3 mg. per 100 cc. direct, 1.8 
mg. indirect. The cephalin-flocculation test was 
negative, and the alkaline phosphatase was 22.9 
units per 100 cc. A bromsulfalein test demonstrated 
35 per cent retention of the dye in forty-five 
minutes. 

X-ray examination of the chest and a gastro- 
intestinal series were negative. There was no evi- 
dence of widening of the duodenal loop. The gall 
bladder did not concentrate the Graham dye, and 
no opaque stones were seen. 

During the three weeks of hospitalization the 
patient was entirely afebrile and felt exceptionally 
well except for mild pruritus. Jaundice gradually 
subsided clinically and by chemical tests. 

Second admission (two months later). At home 
the patient was on a high-vitamin, high-calorie, 
high-carbohydrate diet, with pyribenzamine for 
the pruritus. For about six weeks she felt well, 
except for pruritus, which was most severe at night. 
She gained 6 pounds. However, after this interval 
slight jaundice reappeared, the urine became dark, 
and she was readmitted to the hospital. 

On examination the scleras were muddy and the 
skin deep tan. She complained of severe pruritus. 
Physical signs were unchanged since the first ad- 
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mission. The prothrombin time was normal, the 
thymol turbidity 1.0 unit per 100 cc., thymol 
flocculation negative, cephalin flocculation nega- 
tive in twenty-four hours and ++ in forty-eight 
hours. The van den Bergh reaction was 2.6 mg. 
per 100 cc. direct, 3.7 mg. indirect. A bromsulfalein 
test demonstrated 41 per cent retention of the dye. 

On the fifth hospital day an operation was per- 
formed. 


DIFFERENTIAL DIAGNOSIS 


Dr. Earte M. Cuapman: There was no history 
of blood or, plasma transfusions. We can exclude 
homologous serum jaundice by that statement. 

We do not know whether the relatives who were 
sick in bed with “infectious hepatitis” had Weil’s 
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hepatitis, biliary cirrhosis and an obstructive process 
due to a silent stone in the common duct, to stenosis 
of the duct or to tumor. 

We are presented with a wealth of laboratory 
data, and yet this evidence does not point clearly 
to which one of the above horses is going to win 
the race. I think it is fair to say that no one can 
make a positive diagnosis in such cases of jaundice 
by means of laboratory technics. We are still search- 
ing for a reliable test that will differentiate the 
mildly or intermittently obstructive type of jaun- 
dice from the jaundice caused by intrinsic liver- 
cell damage. In this case the clinician first made 
a diagnosis of hepatitis and so allowed the patient 
to go home. Then, when she became more jaun- 
diced with bile in the urine and yet gained weight, 


TaBLe 1. Laboratory Findings in Favor of Portal Cirrhosis or Hepatitis and Biliary Cirrhosis, with or without 


Obstruction. 
Disease FAvorepD ALKALINE VAN DEN BeErcu BroMSuULFALEIN CEPHALIN Orner Data 
PHOSPHATASE EACTION RETENTION FLoccuLaTION 
DIRECT INDIRECT 
units/roo cc. mg.froocce. mg./100 ce. % 
Portal cirrhosis or hepatitis. 12.5 2.4 2.7 35 and 41. ++ in 48 hr. Dark stools 
cirrhosis, with or without 22.9 2.4 35 and 41 Low urobilinogen; 
obstruction 


prompt response 
to vitamin 


disease, infection due to Leptospira canicola or other 
infectious hepatitis. 

One wonders if the “intracutaneous cysts” were 
spread out and also in the liver. That is a rarity 
I would not put past the Pathology Service to 
spring on me. 

May we see the x-ray films? 

Dr. Stantey M. Wyman: This is a single postero- 
anterior film of the chest and shows no gross evi- 
dence of disease in the lung fields or in the heart. 
The diaphragm is not remarkable. The film of 
the stomach and duodenum shows a grossly normal- 
appearing stomach. The duodenal cap is better 
seen on several spot films and is probably not re- 
markable. There is a strong suggestion on several 
spot films of a pressure defect on the medial aspect 
of the wall of the second portion of the duodenum 
at about its midpoint. 

Dr. Cuapman: I would like to interrupt at this 
point to say that such an observation is not recorded 
in the protocol. 

Dr. Wyman: I may be wrong, but I think there 
is a small pressure defect on the wall, present in 
almost all the films. The Graham test shows no 
evidence of excretion of contrast substance, and I 
see no opaque stones. There is some dye in the 
stomach, which might explain why the gall bladder 
did not excrete the dye. 

Dr. CuHapMan: The differential diagnosis here 
appears to be one of the most difficult ones in 
clinical medicine — namely, between infectious 


he decided that there might be biliary obstruction. 
Surgical procedures are then the only way to make 
a positive diagnosis by obtaining a liver biopsy or 
exploring the whole biliary tree, or both. This may 
occasionally surprise all hands by effecting a brilliant | 
result by removal of a silent stone in the common 
duct or alleviating the chief symptom of itch by 
T-tube drainage in cases of so-called xanthomatous 
biliary cirrhosis. 

Unfortunately, the Graham test is of little aid 
in such a case. The liver cell is injured, and so 
the iodine dye cannot get through into the biliary 
passage in sufficient amounts to render the gall 
bladder opaque, and we have learned that about 20 
per cent of gallstones do not cast a shadow. 

Let us make a scoreboard of the laboratory 
tests and see which side is favored (Table 1). All 
the tests indicate damaged liver cells, and the low 
total protein indicates that the duration of damage 
was long enough to interfere with the blood protein 
manufacture. But what we would like to know 
is whether the injury is from back-pressure or in- 
trinsic disease. 

The first consideration is the urobilinogen test. 
Damage to the liver cells causes them to lose the 
ability to convert urobilin and urobilinogen into 
bile pigment, with the result that these bodies 
accumulate in the blood and are excreted in the 
urine. This change precedes the appearance of 


actual bile pigment by a considerable time. 
applied this color reaction to this same 
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differential diagnostic group and found that in 
jaundice due to stone there was no increase in 
the urinary urobilinogen except in the presence of 
a complication such as acute cholecystitis, cholan- 
gitis, obstructive cirrhosis or severe anemia. How- 
ever, in hepatitis a marked increase in urinary 
urobilinogen was usually found. In this case the 
low value favors obstructive jaundice. 

Now a word about the alkaline phosphatase re- 
action. Roberts,? an Englishman, was the first (in 
1933) to note an increase in plasma alkaline phos- 
phatase in some cases of obstructive jaundice. A 
study of the level of this enzyme was originally 
put forward as a means of distinguishing obstruc- 
tive from nonobstructive jaundice. It tends to be 
higher in biliary cirrhosis or obstructive jaundice 
than in hepatitis. Here we have a slightly elevated 
value at first favoring hepatitis and later a higher 
figure in favor of obstruction. 

We have all been disappointed by the failure of 
the van den Bergh reaction to point a diagnosis for 
us. In obstructive jaundice the pigment in the 
plasma is mainly of the direct-reacting type, ac- 
companied by an appreciable amount of the indirect- 
reacting type. In hepatitis, and in hepatitis with 
cirrhosis, both kinds of bilirubin are found in pro- 
portions resembling that obtained in obstructive 
jaundice. A positive direct van den Bergh reaction 
may not differentiate obstructive from nonobstruc- 
tive jaundice. It must be kept in mind that all 
serums giving a direct reaction also give a positive 
indirect reaction, but the reverse does not always 
hold true. Thus, I have put the van den Bergh 
test in both columns in Table 1. 

The cephalin-flocculation test was at first nega- 
tive and later slightly positive, so that this test 
is inconclusive, as is the bromsulfalein test. The 
dark stools obviously favor a nonobstructive process, 
whereas the prompt response to vitamin K is fre- 
quently seen in obstructive jaundice. 

Thus, the laboratory evidence finishes in a dead 
heat. The poor doctor has to fall back on his hunch, 
his horse sense or his clinical experience. And as 
I look over this situation, I am going to call it 
biliary cirrhosis. If the patient had had xanthelasma 
* or high cholesterol value I would favor the rare 
nonobstructive form. As it is, I hope that a common- 
duct stone was discovered. And why do I say 
this? Because of two points — she maintained a 
good appetite and gained weight despite a jaundice 
that waxed and waned. 

I shall never forget a patient under the care of 
_ experts, who pointed out that all the tests indicated 
clearly that the poor man had a hopeless cancer of 
the head of the pancreas, and there was nothing 
to do for him. When Dr. Arlie V. Bock visited and 
from a distance of thirty feet saw the man de- 
vouring a huge meal, he simply said, ““No man with 
cancer would eat like that. We will explore him 
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for stone.” The patient had a huge gallstone 
wedged in the common duct. 

Dr. Epwarp L. Younc: What is the advantage 
of a liver biopsy? 

Dr. Dantet E In this case a liver biopsy 
was not done because there was a feeling that the 
patient had either nonobstructive biliary cirrhosis 
or obstructive jaundice and that we would con- 
sequently not have been able to differentiate the 
cause in the biopsy specimen. If the diagnosis of 
infectious hepatitis had been entertained, it would 
have been worth while to do a biopsy. 

I would like to take issue, in a friendly way, with 
Dr. Chapman. I realize that he was listing the 
laboratory findings and discussing the figures from 
an academic standpoint. I do not believe however 
that we can let the laboratory findings go without 
saying that here is a case in which obstruction 
played some part, as indicated by the laboratory 
findings. I do not believe that there is anything 
in the reports given that would really allow us to 
make a diagnosis of infectious hepatitis, and -Dr. 
Chapman arrived at the same conclusion. The 
important thing about the alkaline phosphatase is 
the increase in titer between the two determina- 
tions. An alkaline phosphatase of 12.5 units is 
considered high in this laboratory. Usually with 
hepatitis one finds it below 10 units. The fact that 
at one time it was 12 and the next time 22 units 
is in favor of obstructive jaundice or so-called 
biliary cirrhosis. The van den Bergh reaction 
cannot be counted on, as Dr. Chapman has pointed 
out. In the presence of jaundice the bromsulfalein 
test does not tell much. The cephalin-flocculation 
test mentioned in the discussion is essentially nor- 
mal. So that all in all, one should not have arrived 
at a diagnosis of infectious hepatitis. 

As to why this patient was allowed to go home, 
I find myself in the position of not having the old 
record here so I do not know what I wrote at that 
time. So far as I recall, Dr. Fairlie and I saw the 
patient on the ward at the request of the Service, 
and we thought that she had obstructive jaundice 
of some kind and that there was a possibility that 
she had so-called biliary cirrhosis. We thought 
that we would lose nothing by sending her home 
and following her closely in the Out Patient De- 
partment for a limited period. We set the maximum 
limit of time for her to stay away at four weeks. 
At the time of discharge the jaundice had dis- 
appeared, and there seemed to be so much improve- 
ment clinically that we let her go. We saw her 
four weeks later; at that time the improvement had 
continued. The itching was a very minor problem 
four weeks after discharge. ; 

Dr. CHapmMan: Do you attribute that to the 
pyribenzamine? 

Dr. Exuis: I do not know. It does help some 
patients. 
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Dr. C. W. Farrue: The patient felt that pyri- 
benzamine definitely helped her although she did 
not continue it. 

Dr. Exuis: At the end of four weeks we felt 
justified in continuing the observation. When she 
came in three weeks later there was no question 
that she had jaundice again, and the itching had 
returned. Dr. Fairlie saw her and thought that 
she should be admitted for exploration. 

Dr. Cuapman: The whole complexion of this was 
changed by the surprise finding brought out in the 
x-ray film. In the light of that finding one has to 
listen to the X-ray Department very closely. This 
obstruction is demonstrated very nicely on this 
film, even though the laboratory evidence is not 
conclusive. The only thing that could produce 
this is cancer of the head of the pancreas. ~ 

Dr. Wyman: I have seen a stone wedged in the 
ampulla produce a similar picture. 

Dr. BENJAMIN CAsTLEMAN: If this was a tumor 
how do you account for the intermittent jaundice? 

Dr. Exuts: It is a common belief that cancer 
does not lead to intermittent jaundice. That is 
not true. Time and time again in the presence of 
common-duct stone the jaundice waxes and wanes 
and one should not be misled by the fact that the 
patient’s symptomatology is relieved for a short 
time only to recur. 


Diacnosis 
Obstructive jaundice. 


Dr. Cuapman’s D1aGNosEs 


Common-duct stone. 
Cancer of the head of the pancreas (after addi- 
‘ tional x-ray interpretation). 


ANATOMICAL D1aGnosiIs 
Adenocarcinoma of duodenum at ampulla of Vater. 


PATHOLOGICAL DiscussION 


Dr. CasTLeMAN: Intermittent jaundice is very 
often a clue in locating the site of the tumor be- 
cause it is well known that tumors at the ampulla 
of Vater become necrotic and a great deal of the 
necrotic material sloughs out, relieving obstruction 
for a time. That is what was found in this case — 
a tumor of the duodenum beginning at the upper 
edge of the ampulla of Vater and extending for 3 cm. 
into the pancreas, obstructing, of course, the com- 
mon bile duct. The tumor was a well differentiated 
adenocarcinoma, but it had invaded the entire 
wall of the duodenum. A Whipple operation was 
performed, and the patient is still on the ward. 
How is she at present, Dr. Fairlie? 

Dr. FarruiE: She is well. 

Dr. CasTLEMAN: There were no metastases to the 
regional lymph nodes. 

Dr. Cuapman: Did you do a biopsy of the liver? 
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Dr. CasTLEMAN: The liver looked all right to 
the surgeons. The common bile duct, removed 
with the specimen, was markedly dilated, measuring 
3 cm. in circumference in some places, further 
evidence that it was a fairly slowly growing tumor. 

Dr. Cuapman: Then the X-ray Department ac- 
tually made the diagnosis. 

Dr. Etuis: They did not make the diagnosis when 
they had-the chance. Dr. Wyman just made it this 
morning. 
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CASE 34302 
PRESENTATION OF CASE 


A twenty-one-month-old girl entered the hos- 
pital because of respiratory distress and cyanosis. 

Pregnancy had been uneventful, and delivery 
normal. The first year of the child’s life was unusual 
only in that the birth weight was not regained until 
two months of age and that during the first winter 
she suffered numerous colds. These were character- 
ized by three to four days of coryza and dry cough. 
The weight at one year of age was 18 pounds, and 
development appeared to be entirely normal. At 
about this time, however, the child ceased gaining 
weight, and the stools became foul smelling, 
although they were not described as ever being 
bulky, fatty or foamy. Four months after admis- 
sion the appetite, which had previously been excel- 
lent, began to fail, and the child lost her bright, 
alert personality. Vomiting, abdominal pain, ton- 
stipation, diarrhea and melena were all denied. 
Rectal prolapse occurred on two occasions. Re- 
spiratory difficulty, consisting of a chronic, dry 
cough, also appeared approximately one year before 
admission, and four months before admission a chest 
x-ray film was said to have shown chronic bron- 
chitis. For this sulfadiazine was given—two tablets 
each day until the time of admission. Two or three 
weeks before admission the cough became pro- 
ductive of whitish phlegm, dyspnea on exertion 
developed, and grunting noises in both phases of 
respiration were noted. During the three days 
before admission respiratory difficulty increased, 
and the child became cyanotic on one occasion. 

Physical examination showed a poorly nourished, 
pale, apprehensive girl. The throat contained a 
thick, whitish, mucoid secretion. The intercostal 
spaces retracted on inspiration, as did the lower 
border of the rib cage. Expiration was grunting. 
The chest was hyper-resonant to percussion. Fine 
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dry rales were heard throughout on inspiration, and 
squeaks and rhonchi throughout on expiration. The 
heart was unusual only in that the left border of 
cardiac dullness could not be percussed. The liver 
edge was felt three fingerbreadths below the costal 
margin. 

The temperature was 101°F., the pulse 150, and 
the respirations 60. 

The hemoglobin was 12.2 gm., and the white-cell 
count 13,800, with 51 per cent nentrophils. The 
urine showed an occasional white cell. A stool was 
described as brown, soft, greasy and foul smelling. 
Tuberculin and blood Hinton tests were negative. 
Cultures of the nose and throat grew abundant 
colonies of Staphylococcus aureus. An x-ray film of 
the chest showed widespread infiltrative changes 
in all lobes with areas of consolidation and atelecta- 
sis interspersed. Both leaves of the diaphragm were 
low. A vitamin A tolerance test gave the following 
figures: fasting levels in the serum, 0.2 unit of vita- 
min A per cubic centimeter (normal 0.4 to 1.0 unit), 
and 0.2 unit of carotenoids per cubic centimeter 
(normal 1.0 to 3.0 units); after oleum percomor- 
phum (0.1 cc. per kilogram of body weight) 0.7 
unit of vitamin A per cubic centimeter and 0.3 
unit of carotenoids per cubic centimeter. A duode- 
nal drainage was not done. 

The patient was given penicillin, sulfadiazine, 
oxygen and intravenous fluid. The temperature 
rose daily to 100 to 101°F.; the pulse varied from 
110 to 188, and the respiratory rate from 30 to 60. 
Respiratory difficulty increased. Terminally, cir- 
culatory collapse appeared. A transfusion was 
given, but the beneficial effect was only temporary, 
and the patient died on the fifteenth hospital day. 


DIFFERENTIAL D1AGNosis° 


Dr. Natuan B. Tarsort: I should like to take a 
* chance and guess at the outset that this patient had 
pancreatic fibrosis. That condition is well described 
in an article by Blackfan and May! published in 
1938 and in another article by May and Lowe? 
reported in 1948. If my guess is wrong, at least 
these are good references to have at hand. 

The symptoms and signs to be reviewed may be 
divided into three groups: gastrointestinal com- 
plaints, respiratory symptoms and _ metabolic 
changes. 

Regarding the gastrointestinal signs it is note- 
worthy that this child failed to regain her birth 
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weight on time and even after the neonatal period 
gained only at an abnormally slow rate. In addi- 
tion, there was during the neonatal period a diar- 
thea, with green stools. Somewhat later the stools 
were described as putrid. Such stools are suggestive 
of steatorrhea. Though we do not have objective 
measurements of stool-fat content, we have measure- 
ments of the vitamin A and carotenoid concen- 
tration values in the serum. Both of these were 
abnormally low. Moreover, the vitamin A level 
failed to rise normally following a standard dose 
of material containing vitamin A. Since vitamin A 
and carotene are lipid-soluble materials, failure 
of normal absorption of these substances suggests 
failure of fat absorption and hence is consistent 
with the thought that there was _ steatorrhea. 
Steatorrhea such as this child presumably had can 
be caused by a variety of conditions as well as by 
pancreatic fibrosis. Thus, the diagnosis of pan- 
creatic fibrosis must rest upon more than this 
evidence alone. A positive diagnosis of pancreatic 
fibrosis could have been made by analysis of fluid 
obtained by duodenal drainage for pancreatic 
enzyme activity. Pancreatic fibrosis is about the 
only condition in which alkaline duodenal fluids 
are found to be entirely devoid of pancreatic enzyme 
activity. 

Regarding this child’s respiratory symptoms, it 
will be remembered that there had been a dry cough 
since birth. As time went on the respiratory signs 
took on the characteristics of mixed, partial and 
complete bronchiolar obstruction — namely, rapid 
respiration, scattered fine rales, low diaphragm 
and x-ray findings suggestive of emphysema and 
possibly scattered atelectasis. Perhaps we should 
look at the x-ray films. I expect to see scattered 
patches of atelectasis and possibly actual pneumo- 
nitis, with a low diaphragm on both sides indicative 
of generalized emphysema. 

Dr. JosepH Hanein: There is a tremendous 
amount of pulmonary emphysema. There are 
marked bulging of the thorax anteriorly and posteri- 
orly and a low, flattened diaphragm, with scattered 
areas of density throughout the lung field, fairly 
typical of the picture that Dr. Talbot has been 
describing. 

Dr. TarBot: Because of the expiratory grunt I 
should not be surprised if there was some evidence 
of pleuritis. I think I see some thickening of the 
pleural line along the periphery. 
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Dr. Haneutn: I cannot see it. 

Dr. Tarsot: In conjunction with these pul- 
monary findings we are told that there was a pre- 
dominant growth of Staph. aureus in the sputum. 
For some reason this is very characteristic of pa- 
tients of this sort. They almost always have Staph. 
aureus in the sputum, and they are apt to have a 
Staph. aureus infection of low grade in the pulmonary 
tract. 

We may now consider the third group of signs, 
which are predominantly of metabolic nature. The 
serum carbon dioxide content was increased, and 
the serum chloride concentration was slightly de- 
creased. Although we do not have a measurement 
of the serum pH, I would be willing to say that the 
high carbon dioxide value was due to a failure of 
excretion of carbon dioxide by the lungs with a 
compensatory decrease in serum chloride and 
acidosis due to the retained carbon dioxide. This 
illustrates the fact that an elevation of the carbon 
dioxide does not necessarily mean alkalosis. It 
can signify a respiratory acidosis. While we do 
not have measurements of the oxygen content of 
the blood we were told that the patient suffered 
from cyanosis. Presumably this was due to a failure 
of absorption of oxygen just as we have evidence 
that there was a failure of excretion of carbon 
dioxide because of the pulmonary pathologic 
process. 

Before closing our comments we may be permit- 
ted to make a guess about the pathological findings. 
I expect inspissation of the secretions of certain ex- 
cretory passages, especially the pancreatic acinar 
ducts, the bronchiolar-gland ducts and also pos- 
sibly the salivary-gland ducts. Proximal to the 
obstruction caused by this inspissated material 
there should be dilatation of the passages and of 
the acini. In addition, there should be an apparent, 
if not a true, fibrosis of the surrounding tissues. 
In the lungs one may also find low-grade scattered 
pneumonitis, possibly bronchiectasis and possibly 
even small pulmonary abscesses. In addition, there 
may be signs of vitamin A deficiency with meta- 
plasia of epithelial elements. Fatty infiltration of 
the liver would not be surprising. 

The differential diagnosis is, I think, rather 
limited. Tuberculosis can be ruled out on the basis 
of a negative tuberculin test. Monilia infection 
might conceivably cause the picture, but there is 
nothing specifically indicative of that disease. 
Patients born with congenital malformations of 
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the gastrointestinal tract (malrotation of the large 
bowel and so forth) may suffer from chronic nu- 
tritional disturbances, but they are not apt to 
have pulmonary changes. Chronic infection lo- 
cated almost anywhere in the body may also cause 
chronic gastrointestinal insufficiency. Celiac disease 
and celiac syndrome are terms often applied to such 
nutritional disturbances when they are not due to 
pancreatic fibrosis. The possibility of a pancreatic 
cyst with nutritional disturbance should be men- 
tioned. However, patients with these conditions 
ordinarily do not have the combination of pul- 
monary and nutritional signs indicated here. The 
only exception to such a statement that might be 
considered is chronic pulmonary disease resulting 
in a secondary, functional type of chronic intestinal 
insufficiency. For these reasons I will make the 
diagnosis of fibrosis of the pancreas my first and 
only choice. 

Dr. Perry Cutver: I want to emphasize that 
Dr. Talbot used the presence of pulmonary changes 
to make the diagnosis of pancreatic fibrosis as con- 
trasted with the other form of celiac syndrome. 

Dr. Martin Quinn: In general, what is the 
prognosis? 

Dr. Tatsot: Prior to chemotherapy the ma- 
jority of patients died at about the age that this 
child died. However, occasional children with this 
disease live much longer. Antibiotics such as 
penicillin and streptomycin given by injection or 
by aerosol inhalation, or both, may prolong life 
expectancy to an appreciable extent by retarding 
the development of pulmonary changes. Unfor- 
tunately such chemotherapy does not cure the 
disease; it merely acts to ameliorate it temporarily. 


CiinicaL DIAGNOSES 


Emphysema. 
Pneumonia (diffuse), Staph. aureus. 
Pancreatic fibrosis. 


Dr. Diacnosis 


Pancreatic fibrosis. 


ANATOMICAL DIAGNOSES 


Pancreatic fibrosis. 
Acute and chronic tracheobronchitis, 


Staph. 


aureus. 
Pulmonary emphysema. 
Fatty infiltration of liver. 
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PATHOLOGICAL DiIscussIOoN 


Dr. Tracy B. MAtiory: Autopsy showed exten- 
sive fibrosis of the pancreas with inspissated secre- 
tions in the small ducts and dilatation of the acini 
as Dr. Talbot prophesied. We did not demonstrate 
similar changes in any other organs and, unfortu- 
nately, the salivary glands were not examined. We 
might have seen them there. The bronchial tree 
was filled from top to bottom with a purulent 
exudate. There was considerable peribronchitis and 
some actual increase in fibrous tissue around the 
bronchi. The alveolar tissue was emphysematous, 
and there were almost no foci of atelectasis or pneu- 
monia. The process stopped abruptly at the termi- 
nal bronchioles. The one other organ that showed 
well marked changes was the liver, which weighed 
450 gm. It was the only organ in the body that had 
not shrunk considerably below normal weight. This 
enlargement was obviously due to very extensive 
stores of fat. 

Dr. Cuartes Lowe: Dr. Talbot asked me to say 


a few words about the manner of death in children © 


with this disease. It is interesting that most people 
assume that fibrosis of the pancreas is a nutritional 
problem, and therapy is directed accordingly. How- 
ever, I think that most youngsters who die with 
this disease do so from one of three causes, none of 
them nutritional. The first cause is an over- 
whelming infection. Some of this group show exten- 
sive pneumonia, abscesses and empyema. The 
second group undoubtedly die as much from anoxe- 
mia as anything else. Their elevated carbon diox- 
ide reflects it. The third group die from right-sided 
heart failure with anasarca. They are the least un- 
derstood. As you already know, the present patient 
showed relatively little pulmonary fibrosis at 
autopsy, while the electrocardiogram showed right- 
axis deviation. For this we have no explanation. 
~ Dr. Matuory: I think it might be quite similar 
to the situation in chronic bronchial asthma, in 
which a significant number of patients eventually 
die of right-sided heart failure, even though the 
degree of anatomic emphysema is not very great. 
I think that permanent overdistention of the lung 
probably causes resistance to the flow of blood in 
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the pulmonary arteries just as prolonged atelectasis 
does. I believe that alternation of expansion and 
contraction of the alveoli is necessary to normal 
circulation of blood through the lungs. 

Dr. James Heyut: Might I ask about the bron- 
chial and salivary-gland secretion? I cannot see 
the connection with pancreatic fibrosis. 

Dr. Mattory: I cannot answer that. Dr. Lowe, 
can you? 

Dr. Lowe: All one can say is that at autopsy 
one occasionally finds some disease of the parotid 
gland:and the salivary ducts. Rarely, one sees some 
dilatation of the secreting glands in the bronchi. I 
am sure it is the extraordinary case and not the ordi- 
nary one that shows these changes, however. 

Dr. Mattory: There may have been occlusion 
of the glands in the bronchial wall in this case. We 
were not able to demonstrate any changes of vita- 
min A deficiency. Presumably the child died too 
rapidly for that. 

Dr. Cutver: Would you care to say anything 
about your concept of the etiology of pancreatic 
fibrosis? 

Dr. Mattory: I do not believe I have the right 
to. I know too little about it. 

Dr. James H. Townsenp: Would anyone care 
to? How about you, Dr. Talbot? 

Dr. Tatsot: No; but I should like to ask Dr. 
Mallory if he agcepts the thesis that it is inspissa- 
tion of the secretion of these glands that causes the 
trouble. 

Dr. Matitory: We occasionally see in adults 
fairly marked inspissation of secretion in the pan- 
creatic ducts, which does not result in cystic disease 
or fibrosis. It presumably appears and spontane- 
ously disappears again, but I am not sure that we 
really know that. It can be rather marked and for 
some reason that I do not understand, I saw a great 
deal in soldiers during the war but I have seen very 
little in civilian life. 
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“OF THEE I SING” 


THE communication from Dr. A. J. A. Campbell 
published elsewhere in this issue of the Journal calls 
attention to a situation that requires prompt and 
decisive action. The Veterans Administration, 
apparently unware of the consequences of such a 
policy, seems to have drawn a blank check designed 
to pay for the medical education of any presumably 
qualified United States veteran in any medical 
school of Europe. 

The warning is sounded by Dr. J. L. Lochner, Jr., 
to whose paper in the Journal of the American 
Medical Association Dr. Campbell refers.* Dr. 
Lochner briefly reviews the recent history of 
European medical education as it has affected 


*Lochner, J. L., Jr. Lice luation of E " 
ner uation of European’ medical grad 
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practice in this country. For a half century prior 
to 1913 European standards of education were high, 
but they suffered a serious and prolonged eclipse after 
the first world war. An invasion of the United 
States by graduates of foreign schools began about 


1926. In the face of this sharp increase in the num- 
ber of immigrant physicians seeking admission to 


practice, many states stiffened their 
for licensure. 

In New York State jietoulesty. for which Dr. 
Lochner speaks, the record established by foreign 
physicians taking examinations in the last two 
decades has not been good; the over-all failures have 
amounted to 66 per cent, with over 72 per cent failing 
in the period from June, 1945, to February, 1947. 

The present policy of the New York Board of 
Regents has resulted. Graduates of European medi- 
cal schools who matriculated since January 1, 1940, 
are not admitted to the New York State medical 
licensing examination, with the possible exception 
of those whose medical courses were completed in 
the Universities of Cambridge or of London, the 
University of Dublin or the University of Ireland. 
The laws of Massachusetts, in similar manner, cur- 
rently permit the registration of no graduate of any 
foreign school of medicine, Canada excepted, who 
matriculated later than January 1, 1941. 

In the face of the qualifying restrictions that have 
been established by the various states of the Union, 
some admittedly more lax, some more stringent 
than others, the Veterans Administration now offers 
to those citizens for whom it has accepted a con- 
siderable degree of responsibility a free ticket to 
attend medical school in postwar Europe at Govern- 
ment expense! The list of schools approved, so far 
as can be ascertained, is all-inclusive. Santa Claus 
does not intend to miss a chimney or leave a stock- 
ing empty. 

The effect of such a policy on the standards of 
medical practice in this country can be imagined; 
we may hope that we will not need to witness it. 
Those states now maintaining high standards will 
refuse to admit to practice the newly returned doc- 
tors with their ersatz sheepskins — until the pres- 
sure builds up. Then the standards will go down. In 
a free country such as this no legislature can continue 


long to deny the right to practice to those veterans 
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who have been educated at the taxpayers’ expense 
—nor, in a free country, can those responsible for 
the demolition of the standards be required to 
employ these same poorly trained physicians for 
the care of their own families. 

It is not only in respect to medical education that 
this indiscriminate largess is being distributed. 
Under the title ‘Veterans’ ‘Training: The 
$500,000,000 Boondoggle,” Collier’s published in 
May an analysis of the situation. The Reader's 
Digest presented the Collier’s story in condensed 
form the following month. : 

The Veterans Administration, according to this 
report, is presently engaged in spending a half 
billion dollars on a veterans’ school program that 
includes, in addition to foreign-made medical edu- 
cation, courses in flying, ballroom dancing, bar- 
tending, amateur photography, piccolo playing, 
radio and television engineering and chicken sexing. 
The last named classic, consisting in the identifi- 
cation of the sex of newly hatched chicks, may be 
mastered through a four-week $40 course in Mis- 
souri or a seven-month $500 course, with sub- 
sistence, in Illinois. It all depends. 

And so the great University of America operates, 
all paid for out of Uncle Sam’s pants pockets, with 
courses ranging from piccolo playing to amateur 
photography; from chicken sexing to a complete 
curriculum in foreign schools of medicine, now 
mainly low grade no matter how famous they might 
once have been or how excellent they may again 
become. 

Of these various activities, the encouragement 
of those to whom a debt of gratitude may be owed, 
to become ill trained physicians, represents the most 
serious mistake. All the good will in the world 
toward the country’s veterans should not be 
allowed to promote this particular folly; rather 
should a true regard for their welfare cause its aban- 
donment forthwith. 


PHILOSOPHIA MEDICI 


“ “For this’ he said, ‘is the great error of our day 
in the treatment of the human body, that physicians 
separate the soul from the body.’ ” 
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After nearly twenty-five hundred years, this com- 
ment from Plato! is still an apt criticism of the medi- 
cal profession. Now the advocates of psychosomatic - 
medicine, proclaiming the truth again, deserve well 
of their patients and of their fellow-practitioners 
for their effort to correct this “great error of our 
day.” Whether they will be able to provide a more 
adequate and enduring corrective than that offered 
by Socrates the Great Gadfly can be determined 
perhaps only after the lapse of another two and a 
half millennia. 

A modern sage, Alfred North Whitehead,? says 
that philosophy asks the simple question “What 
is it all about?” He defines speculative philosophy 
as the endeavor to construct a system of general 
ideas “in terms of which every element in our ex- 
perience can be interpreted.’* It is the compre- 
hensiveness of the philosophical scope that needs 
emphasis. 

In the narrower view of the practicing physician, 
speculative philosophy is often too recondite for 
him to be at home in it, and perhaps for many phy- 
sicians the upper limit of attainment will be an 
awareness that their special field has implications 
in and connections with the vast body of knowledge 
that represents the intellectual side of civilization. 

The beginning student of medicine, sometimes 
clearly called, sometimes vaguely but no less 
strongly drawn, to this way of life, asks the question 
“What is medicine all about?’ The reply by con- 
temporary medical education is not satisfying. It 
shows him great accomplishments of science in the 
past, active progress in the present and promise of 
greater things to come. But what answer does he 
receive, if he goes on to say, “I want a philosophy 
of medicine”? Perhaps a cynical smile and a shrug 
of the shoulders and the words, “It is enough for 
you to be a scientist; science is to be your life.” If 
he is offered more, it is likely to be a materialistic 
philosophy. 

The student will fashion his own philosophy in 
time, but what the medical school should do is 
assist him, as it does all too little today, in acquiring 
a sense of direction and in becoming familiar with 
and at home in the great humanistic tradition in 
which some of the finest flowers of the profession 
have had their roots. In this tradition there are 
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many names, but three come to mind at once: Sir 
Thomas Browne, Sir William Osler and Harvey 
- Cushing. Of the first it has been said, ‘‘A certain 
air of mystery and consecration, as of one dedicated, 
for whom nothing could be common or unclean, to 
whom his own life seemed ‘a common miracle of 
thirty years,’ and the visible world ‘a hieroglyphical 
and shadowed lesson’ of the thoughts of God, sur- 
rounded the man from childhood to old age.’* The 
dedication of Osler is clear in his writings and was 
constantly manifest to those who were associated 
with him. Cushing® wrote of the “Consecratio 
Medici” as one having immediate knowledge. 

“There were giants in the earth in those days.” 
Their culture was broader and their roots deeper, 
and part of their secret we know: they contemplated 
greatness. With gifts beyond the ordinary, they 
transmuted and transmitted it with the stamp of 
their own personality set upon it. 

Today, as one looks around, how many physicians 
are there to be found who have so grasped the prin- 
ciples of the science and of the art of medicine that 
it can be said of them that they know what it is all 
about? Fortunate is the medical school that has 
on its faculty even one such wise man. His influence 
may be supplemented, but not replaced, by the 
study of the lives of other wise physicians of the 
past, and such study may be a stimulus and an 
inspiration to the young physicians, even in the 
absence of a notable example on the faculty. 

The great need in medical education today is not 
to direct less attention to the science of medicine 
and to its training and development of specialists 
but to make a new and vigorous effort to foster in 
the student a wise philosophy of the science and of 
the art, in the hope that there may result therefrom 
the fairest of all gifts that the physician can possess, 
an understanding heart. 
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ON THE PRIZING OF LIFE APART FROM 
ITS CONTENT | 


SHouLp the medical interest in old age and the 
dollars spent in pharmaceutical research on its 
diseases be matched by the hoped-for effective pre- 
vention, the second age of dependency may equal 
the hitherto allotted life span, and could be twice 
as long as man’s productive life. The Pharmaceu- 
tical Medical Research Foundation plans to spend 
a quarter of a million dollars on degenerative 
disease. Dr. Edward L. Bortz, president of the 
American Medical Association, on the basis of ani- 
mal physical maturity and life expectancy, thinks 
that man should live to be a hundred and fifty years 
old. Unless physical well-being and, even more 
important, unless productive activity is provided 
for the aged, not the first but the last hundred years 
will be the hardest and will be a dog’s life indeed. 

There is no doubt that the population is aging, 
that men over fifty are less readily employed in 
industry than formerly and especially so if partially 
disabled by degenerative disease. The medical care, 
the rehabilitation and the productive employment 
of the aging and the aged is already q serious medi- 
cal and social problem. How often we see a widow 
alone in her room, with no one to mother or mend 
for, depressed that she is no longer needed, her chil- 
dren long since busy with their own young families. 
How often we see the once competent man, now 
retired, depressed and becoming decayed in person, 
irritable and contentious in minor affairs or, saddest 
of all the prey of chance delusions — professional, 
political or amorous. To live on indefinitely and 
idly with old-age assistance may be more cruel than 
to be allowed an earlier and peaceful terminal 
illness. 

Geriatrics is not a medical specialty but is a field 
of human endeavor with medical and _sociologic 
aspects and with many potential resources of man- 
power. In its medical aspect geriatrics, like pedi- 
atrics, refers to general medicine applied to a par- 
ticular age group. Cosin* has made some pertinent 
suggestions for organizing a geriatric department 
in the hospital system providing for acute geriatric 
wards for investigation and treatment, long-stay 


*Cosin, L. Organizing geriatric department. Brit. M. J. 2:1044-1046, 
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annex wards for patients permanently bedfast, long- 
stay annex wards for frail ambulant patients and 
the resident-home type of accommodations for the 
more robust patients. He discusses the require- 
ments of the medical-staff nurse, orderly and prac- 
tical nurse according to need. In a large community 
of this country, such as Boston, an organization 
of this sort might be worked out. A close relation 
could be established between privately endowed 
homes for the aged and general hospitals, some of 
the income of the former being allocated for beds 


in the latter. The homes for the aged could care for. 


long-stay patients in two divisions, one for the bed- 
fast and one for the frail ambulatory. The general 
hospital might provide visiting physicians and spe- 
cialists of various sorts, including experts in reha- 
bilitation, nurses, dietitians and externs. The 
advantages would be mutual. Finally there should 
be home care of the aged living in families or in 
boarding houses on old-age assistance with social- 
service supervision from the hospital or state social 
service. 

Undoubtedly, the most important emphasis 
should be on rehabilitation and re-employment 
graded from occupational therapy for the bedfast 
through “made work” for the frail ambulatory and 
simple piecework brought to the home, to light 
domestic service, outside tasks, timekeeping and 
baby sitting for the aged on old-age assistance. 
“The length of days is vanity,” said the preacher, 
and it has been said again by the philosopher who 
decried our “uncritical prizing of life apart from its 
content.” In our plans to spend brains and money 
on lengthening our days let us allocate a goodly por- 
tion to devising ways of filling them with suitable 


~ and rewarding labor. 


MILIARY LESIONS OF THE LUNG 


Many diseases that have come into prominence 
in recent years have been associated with miliary 
infiltrations of the lung. The more recent of these 
include such diverse conditions as the viral pneu- 
monias, certain bacterial pneumonias, pulmonary 
lesions in Q fever and other rickettsial diseases, 
histoplasmosis, berylium and cadmium poisoning, 
bagassosis, Loeffler’s eosinophilia and acute diffuse 
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interstitial fibrosis of the lung—to mention only 
a few. Some of the better known conditions, such 
as sarcoidosis and miliary tuberculosis, have now 
assumed new significance from a differential diag- 
nostic point of view because of the effectiveness of 
streptomycin in acute miliary tuberculosis. 

Many of these miliary diseases of the lung are of 
considerable interest and offer puzzling problems 
to the internist. In 1942 Austrian and Brown! were 
able to list twenty-two separate states in which 
miliary lesions of the lung were encountered. Their 
list was based on personal clinical observations made 
over almost a quarter of a century and supple- 
mented by only a cursory reference to the literature 
and did not include any of the relatively new con- 
ditions referred to above. 

The most recent compilation. by Felson and 
Heublein? of conditions that give rise to diffuse pul- 
monary lesions is therefore of considerable interest. 
These authors have classified the various conditions 
under fifteen separate major headings, such as cystic 
lesions, vascular, inhalation, infections, malignant 
lesions and embolization, with from two to as many 
as twenty separate diseases or conditions listed un- 
der each heading. 

In spite of the length of this list, the authors ad- 
mit that it is incomplete. Such conditions as Q 
fever, other rickettsial infections and amyloidosis, 
for example, have been overlooked. Their classi- 
fication will, however, prove to be a very distinct 
aid in the evaluation of the various diffuse pul- 
monary lesions. These authors emphasize that it 
is hazardous to express an opinion of etiology solely 
on the basis of a single roentgenologic study. Even 
multiple examinations, which carry considerable 
weight because they allow for the evaluation of 
progression or retrogression, may not be absolutely 
diagnostic. However, as they point out, in a vast 
majority of cases correct interpretation can be 
accomplished after careful correlation of both roent- 
genographic and clinical studies, but in a few cases 
the correct diagnosis will necessarily wait until 
autopsy. 
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MASSACHUSETTS MEDICAL SOCIETY 
IMPORTANT NOTICE 


It is imperative that all fellows of the Society be 
properly classified as to their availability for mili- 
tary service when and if the occasion arises. The 
armed forces of the United States and the Council 
on Emergency Medical Service have requested that 
this be accomplished as soon as possible. 

A return postal card has been sent to each fellow 
asking for certain pertinent information. This 
should be returned to the headquarters of the 
Society immediately. 

H. Qumpsy M.D., Secretary 


MASSACHUSETTS DEPARTMENT 
OF PUBLIC HEALTH 


DIRECTOR OF DIVISION OF HOSPITALS 


Dr. Richard P. MacKnight, former state director 
of hospital inspection, has been appointed director of 
the new division of hospitals of the Massachusetts 
Department of Public Health, Dr. Vlado Getting, 
Massachusetts Public Health Commissioner, an- 
nounced recently. 

Dr. MacKnight will direct the new division’s 
activities, which include the inspection and licens- 
ing of hospitals, sanatoriums, convalescent and 
nursing homes, and boarding homes for the aged, 
as well as the administration of hospital survey and 
construction under Public Law 725 — the Hospital 
Survey and Construction Act. 

Dr. MacKnight has had a long and creditable 
career in public-health work, especially in relation 
to hospitals. After his graduation from Jefferson 
Medical College in Philadelphia in 1914, he served 
as rotating intern for twenty-eight months, and 
then entered the Army Medical Corps. He served 
for twenty-six months in World War I and attained 
the rank of Captain. After the war, Dr. MacKnight 
went into private practice until 1923, when he was 
appointed assistant superintendent of the Bristol 
County Tuberculosis Hospital in Attleboro. 

In December, 1924, Dr. MacKnight became a 
district health officer for the Massachusetts Depart- 
ment of Public Health, and served in that capacity 
until 1938. He was appointed assistant director 
of the Division of Cancer and Other Chronic 
Diseases in 1939. 

Dr. MacKnight became supervisor of hospital 
inspection in 1942; he held this position until 
October, 1947, when he was further promoted to 
director of hospital inspection for the Massachusetts 
Department of Public Health. All this experience 
makes Dr. MacKnight an excellent choice for the 
important work of the new division. 

Until recently, hospital licensing and inspection 
had been handled by the Bureau of Hospital Licens- 
ing, under Dr. MacKnight. The licensing of conva- 
lescent and nursing homes and of boarding homes 
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for the aged is a new function assigned to the 
Massachusetts Department of Public Health by 
the Legislature in 1948. 


MISCELLANY 


WATER POLLUTION CONTROL ACT 


The Water Pollution Control Act (Public Law 845) has 
been signed by President Truman. : Under the terms of this 
act a scientific program will be developed with federal loans 
to any state, municipality or interstate body for the pur- 
pees of pollution abatement and control. The program will 

administered by the United States Public Health Service 
and the Federal Works Agency. The sum of $112,500,000 
immediately available for the first five-year 
period. 


_ CORRESPONDENCE 


VETERANS ADMINISTRATION APPROVAL OF 
FOREIGN MEDICAL SCHOOLS 


To the Editor: Dr. J. L. Lochner, Jr., secretary of the Board 
of Registration for the state of New York, in his article in 
the May 1, 1948, issue of the Journal of the American Medical 
Association, entitled, “Licensure Evaluation of European 
Medical Graduates,” calls attention to the fact that the 
Veterans Administration in Washington is advising veterans 
that they may attend any medical school in Europe at the 
expense of the Government. The veterans are furnished 
with a list of European medical schools that have been 
approved by the Veterans Administration, and, so far as 

r. Lochner was able to ascertain, “named every single 
medical school abroad.” 

committee on foreign medical credentials, consisti 

of representatives from the Association of American Medica 
Colleges, Federation of State Medical Boards, National 
Board of Medical Examiners, United States Office of Educa- 
tion, United States State Department and the New York 
State Education Department, is at work and is collectin 
valuable information about foreign medical schools an 
education. It is regrettable that the Veterans Administra- 
tion has not consulted this committee and recommended 
to veterans schools that have been certified by the Com- 
mittee. 

It seems pertinent that the Massachusetts Medical Society 
should protest against the present policy of the Veterans 
Administration and that the Committee on Veterans’ Affairs 
of the Massachusetts Medical Society should be requested 
to take up the implications of this policy with the Veterans 


Administration. 

A. J. A. CAMPBELL 
520 Commonwealth Avenue 
Boston 15 


BONE AND JOINT PAIN IN LEUKEMIA 


To the Editor: The interesting discussion of bone and joint 
pain in leukemia by Drs. Aisner and Hoxie in the May 20 
issue of the Journal leaves the reader with the impression 
that most of these pains are nonspecific rheumatoid affairs. 
Actually, although it is not possible to obtain quantitative 
estimates, a review of the literature suggests that an ap- 
preciable number of joint pains occurring in leukemia may 
well be due to gout. Drs. Aisner and Hoxie, for example, 
present data on a patient whose history of foot pain, acute 
arthritis in the elbow and a circulating urate level of 18.5 mg. 
per 100 cc. is most suggestive of gout. 

The rate of nucleoprotein turnover is known to be greatl 
accelerated in leukemia, as pointed out by Fortunato (Il 
metabolismo dei nucleoproteidi nei leucemia. Studium 
21:221-230, 1931) and by Wolfson et al. (Transport and 
excretion of uric acid in man. J. Clin. Investigation 26: 
995-1001, 1947). Although, on occasion, it has been sug- 
gested that an hereditary tendency is a prerequisite for 
the occurrence of gout in leukemia, most of the reported 
cases are sporadic. There is, in fact, considerable experi- 
mental and clinical evidence that the increased rate of 
nucleoprotein turnover is more than a mere inciting factor 
in cases of gout associated with leukemia. Gout may, for 
example, occur in other disturbances of hematopoiesis 
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associated with increased rates of nucleoprotein turnover. 
The literature contains at least 25 cases of polycythemia 
vera and gout, in addition to the 25 or more cases of leu- 
kemia and gout. There have been reported at least 11 cases 
of hemolytic anemia and gout, 9 cases of pernicious anemia 
and gout, many cases in which gout followed the hemato- 
poietic stimulus of blood loss and many more in which lead 
intoxication was the responsible factor. In pernicious anemia, 
the attacks tend to occur during the reticulocyte crisis in- 
duced by liver extract, at a time when nucleoprotein turn- 
over is at its peak, and at least nine authors have reported 
induction of gout attacks by the injection of potent liver 
extract, not always in patients with pernicious anemia. 

The most important observation suggesting that accelerated 
nucleoprotein turnover may be quite directly concerned 
in the production of gouty symptoms has been made in 
several cases of gout associated with hemolytic anemia. A 
number of these patients who have been submitted to 
splenectomy have been relieved of the symptoms of both 
diseases for follow-up periods up to ten years. 

There appears to have been no study of the proportion 
of joint pains in leukemia that are actually referable to 
gout. Nevertheless, from a therapeutic point of view, recog- 
nition of this possibility appears desirable for the comfort 
of the patient, since gout attacks occurring during leukemia 
have responded to the judicious use of colchicine, the specific 
for the ordinary gout attack. 

Quitman Wo trson, M.D. 
Michael Reese Hospital 
Chicago, Illinois 


Dr. Wolfson’s letter was referred to Dr. Mark Aisner, 
whose reply is as follows: 


To the Editor: Doctor Wolfson’s letter brings up the in- 
teresting and, at the present time, highly controversial and 
speculative —— of nucleoprotein metabolism, hyper- 
uricemia and gout, the inter-relations of which are still far 
from clear. 

The commonest type of joint pain in the acute leukemias 
is polyarticular, often migratory, and clinically resembles 
’ most closely rheumatic fever and, in some cases. rheuma- 
toid arthritis. Although some patients present hyper- 
uricemia, they do not show the typical features of gout. 
The fact that in many of the acute leukemias various changes 
in the bones and periarticular structures are demonstrated 
both roentgenologically and pathologically, none of which 
are seen in gout, may explain, in part at least, the symptoms 
of bone me joint pain in such ,cases. The age and sex dis- 
tributions in the acute leukemias are quite different from 
those in gout. 

The mere presence of hyperuricemia does not necessarily 
establish a diagnosis of gout. However, this finding, along 
with studies on uric acid excretion, has for years led to 
speculation regarding the relation between leukemia and its 
associated nucleoprotein breakdown and gout. Forkner, 
in his monograph Leukemia and Allied Disorders (333 pp. 
New York: Macmillan Company, 1938), comments that the 
‘“‘simultaneous occurrences of the two conditions is so rare 
that any real relationship seems doubtful.” Statistically, 
the number of.cases of true gout associated with the various 
disorders mentioned by Dr. Wolfson is insignificant. Dis- 
turbances in nucleoprotein metabolism and hyperuricemia 
~ have been demonstrated in renal failure, toxemias of preg- 

nancy, liver disease, lobar pneumonia, bronchopneumonia, 
arteriosclerosis with hypertension, cardiac failure, fatal 
methyl alcohol poisoning, chronic eczema and allied derma- 
toses and so forth. Yet gout remains a relatively rare disease 
so far as the frequency with which one encounters the disorders 
listed above is concerned. From a therapeutic standpoint, 
the beneficial effects of colchicine do not Laie to clarity the 
relation between nucleoprotein breakdown and gout, since 
this drug has no apparent influence upon uric acid metabolism. 

Although I agree that occasional cases of leukemia are 
associated with gout, I cannot subscribe to the idea that an 
appreciable number of them are. 

n conclusion I should like to quote the statement of Peters 
and Van Slyke, that “‘when all is said and done the determina- 
tion of uric acid in blood and urine still offers little aid to the 
clinician.” 

Mark Aisn_er, M.D. 
375 Commonwealth Avenue 
Boston 
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BOOK REVIEW 


The Diagnosis and Treatment of Diarrheal Diseases. By 
William Z. Fradkin, M.D. 8°, cloth, 254 PP with 114 
illustrations. New York: Grune and Stratton, 1947. $6.00. 


This is a small, useful, clearly written and very well illus- 
trated book, by a man with large experience in diarrhea as 
physician in charge of the Colitis Clinic and associate bac- 
teriologist, Colitis Division, of the Jewish Hospital of 
Brooklyn. 

It aims at being a short, practical presentation of labora- 
tory and clinical Tebbaoen in the diagnosis and treatment of 
diarrhea. It has real value but might perhaps be compared 
to a book on vomiting or headache. It is ovidanite addressed 
to the general practitioner as well as to the specialist in 
gastroenterology. Many of the methods of examination are 
too elaborate for the practitioner, and the book as a whole 
is much too short for the specialist. The value of a care- 
ful history is stressed, but one is not told how to use these 
data in differential diagnosis. The limitations and delay in 
stool cultures might be emphasized more. The chapter on 
intestinal parasites is excellent. In the excellent x-ray illus- 
trations of ulcerative colitis, it is surprising to find the cecum 
sometimes on the right side and sometimes on the left side 
of the prints. 

The general chapter on treatment is very good, but more 
detail could be given in some of the individual diseases. 
The results of treatment in cancer of the bowel are evidently 
considered beyond the scope of the book, being’ dismissed 
with half a line. The chapter on nervous diarrhea (four and 
a half pages) might be larger, since no organic cause is found 
in more than half the cases of diarrhea. 

The author is evidently an individualist, and some of 
his statements might be misunderstood — for example, in 
ulcerative colitis, “surgery — is never indicated even as a 
partial aid in the management of this disease,” “pregnancy 
should be interrupted in all patients’ and “specialized 
psychotherapy is not indicated.” Colectomy is not men- 
tioned for this disease. 

There is much that is good in the book, but much has been 
omitted because of the large field covered in a small volume. 


BOOK RECEIVED 


The receipt of the following book is acknowledged, 
and this listing must be regarded as a sufficient return 
for the courtesy of the sender. Books that appear to be 
of particular interest will be reviewed as space permits. 
Additional information in regard to all listed books 
will be gladly furnished on request. 


Mental Health: A practical ag to disorders of the mind. 


By John H. Ewen, F.R.C.P .P.M., physician and lec- 
turer in psychologic medicine, Westminster Hospital, and 
medical superintendent, Springfield Mental Hospital, London. 
With a chapter on special treatments and their practical 
technic by C. Friedman, M:D. (Vienna), L.R.C.P. and S.Ed., 
registrar and tutor, Department of Psychological Medicine, 
St. Thomas’s Hospital, psychotherapist, the Tavistock 
Clinic, and medical officer, Insulin Therapy Clinic, Spring- 
field Mental Hospital. 8°, cloth, 270 pp. Baltimore: The 
Williams and Wilkins Company, 1947. $4.00. 


In Great Britain during the past few years, owing to the 
problems brought about by national planning and organiza- 
tion of Sredn health services, a knowledge of mental ill- 
ness has become necessary to the general practitioner and 
social worker. This manual has been written to fill this 
need. Particular attention has been given to the require- 
ments of students studying for a diploma in psychologic 
medicine. The text is divided into five sections. The first, 
which is general in character, deals with etiology, diagnosis 
and classification. The following sections in order consider 
the psychoneuroses, psychoses, mental deficiency and psycho- 
pathic states, and the legal aspects of mental disorder and 
mental-hospital practice from the British viewpoint. The 
material is well organized, and the volume well published. 
The printing was done in Great Britain. The manual should 
prove useful to those persons for whom it was written. 
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NOTICES 


AMERICAN COLLEGE OF PHYSICIANS 


The American College of Physicians will conduct its 
thirtieth annual session in New York City from March 28 
through April 1, 1949. Secretaries of medical societies are 
especially asked to note these dates and, in arranging meeting 
dates of their societies, to avoid conflicts with the meeting, 
for obvious mutual benefits. 


AMERICAN COLLEGE OF PHYSICIANS 
RESEARCH FELLOWSHIPS 


The American College of Physicians announces that a 
limited number of fellowships in medicine are available 
from July 1, 1949, to June 30, 1950. These fellowships 
are designed to provide an opportunity for research training 
either in the basic medical sciences or in the application 
of these sciences to clinical investigation. They are for 
the benefit of physicians who are in the early stages of their 
preparation for a teaching and investigative career in in- 
ternal medicine. Assurance must be provided that the 
applicant will be acceptable in the laboratory or clinic of 
his choice and that he will be provided with the facilities 
necessary for the proper pursuit of his work. The stipend 
will be from $2200 to 200. 

Application forms will be supplied on request to The 
American College of Physicians, 4200 Pine Street, Philadelphia 
4, Pennsylvania, and must be submitted in duplicate not 
later than November 1, 1948. Announcement of the awards 
will be made as promptly as is possible. - 


EXAMINATION FOR MEDICAL-OFFICER 
POSITIONS 


The United States Civil Service Commission has an- 
nounced an examination for filling medical-officer (rotating 
intern and psychiatric resident) positions in St. Elizabeths 
Hospital, Washington, D. C. 

edical officers (rotating intern) are paid $2200 for the 
first year and $2400 for the second year. Medical officers 
(psychiatric resident) are paid from $2400 to $4100 a year, 
depending upon the amount of approved postgraduate train- 
ing the applicant has completed. Appointments are open 
for July 1, 1949. Internships consist of two vears of rotat- 
ing service, and psychiatric residencies consist of one to three 
years in psychiatry. To qualify for internships applicants 
must be third-year or fourth-year students in an approved 
medical school; however, they may not enter on duty until 
they have successfully completed the full course of study. 
Applicants for ‘psychiatric residencies must be graduates of 
an approved medical school, with the degree of doctor of 
medicine, and, in addition, they must have completed an 
approved internship or must be serving such an internship. 
© written test is required for the medical-officer positions. 
Details about the requirements are given in the examina- 
tion announcement. 

Interested persons may obtain information and applica- 
tion forms from the United States Civil Service Commission, 
Washingtog 25, D. C., from most first-class and second-class 
post offices and from Civil Service regional offices. Applica- 
tions will be accepted until further notice in the Commission’s 
Washington office. 


THIRD INTER-AMERICAN CONGRESS OF 
RADIOLOGY 


The third Inter-American Congress of Radiology will be 
held in Santiago, Chile, on November 11, 1949. 


UNITED STATES NAVY MEDICAL 
TRAINING PROGRAM 


The Surgeon General of the Navy has announced the ex- 
pansion of the professional training program of the Bureau 
of Medicine and Surgery for reserve and regular medical 
officers, which is similar to the recently expanded Army 
medical training program. The object is to permit more 
Navy doctors to meet the requirements for certification by 
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the various American specialty boards and to encourage 
the young doctor to serve his internship under the auspice 
of the Navy. we, 

Graduates of Class A -medical schools who have been ace 
cepted for internship by a hospital approved for such train- 
ing by the Council on Medical Education and Hospitals 
of the American Medical Association may be commissioned 
as lieutenants (junior grade), MC, U.S.N.R., and permitted 
to continue their intern training. They will receive all the 
pay and allowance of the rank while so serving. After com- 
pleting their internships, the medical officers must remain 
on active duty for a period of one year. If they meet the pro- 
fessional, physical and moral requirements, they will be given 
every encouragement to transfer to the regular Navy. 

Interns who have completed the one year of obligated 
service, and who have transferred to the regular Navy, 
may be considered for residency training on a competitive’ 
— with other officer personnel of the regular Medical 

orps. 

Resident physicians now in civilian hospitals, or those 
accepted for approved residency training, are eligible for 
commissions in the regular Navy. Those so commissioned 
will be assigned to duty, with full pay and allowances, in the 
hospital in which they are already a resident, or to which 
they have been accepted for residency training. Every at- 
tempt will be made to permit residents holding commissions 
in the regular Navy to complete their training in event of 
an emergency. 

The Navy has at the present time 400 approved residencies 
and fellowships in the various specialties recognized by the 
American Specialty Boards in Navy and civilian hospitals. 
This educational training involving the 400 residencies is 
divided into 2 programs. 

Program A: One hundred of the above-mentioned resi- 
dencies, courses and fellowships will be made available for 
civilian physicians accepting a commission in the United 
States Navy. An additional 100 civilian physicians will be 
commissioned in the Navy and permitted to pursue their own 
course, fellowship or residency, provided it is approved by 
the Council on Medical Education and Hospitals of the 
American Medical Association with concurrence of the 
specialty board. Upon acceptance of the designated train- 
ing, they will be required to agree to remain in the Navy 
for a certain obligated time. 

If on original appointment a candidate has not been ap- 
proved for more than one year of training, during his first 
year of residency training (Program A) he may compete 
for one of the 300 residencies (Program B) available to the . 
regular Navy medical officers, and if he obtains such train- 
ing he will obligate himself to remain on active duty for an 
depending upon the amount of time spent 


in training. 


Program B: Three hundred residencies, fellowships or 
courses, will be reserved for continuing the training program 
as presently organized for nee medical officers. 

he obligated service following graduate medical train- 
ing (courses, fellowships and residencies) in Navy hospitals 
is one year for each year of training received. 

Information concerning any part of the program may be 
obtained by application to the Chief of the Bureau of Medi- 
cine and Surgery, Navy Department, Washington 25, D. C. 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR oF Boston DistRIicT FoR THE WEEK BEGINNING 
Tuurspay, 29. 


Fripay, Jury 30 


*10:00 a.m.-12:00 m. Medical Staff Rounds. 


Peter Bent Brigham 
Hospital. 


Tuespay, Aucust 3 
*12:00 m. X-ray Conference. 
Hospital, Cambridge. 
*12:15-1:15 p.m. Clinicoroentgenological 
Brigham Hospital. 
*1:30-2:30 p.m. Pediatric Rounds. Burnham Memorial Hospital for 


Children, Massachusetts General Hospital. 
Wepnespay, Aucust 


*12:00 m.-1:00 p.m. Clinical Conference. (Children’s Hospital.) 
Amphitheater, Peter Bent Brigham Hospital. 


Margaret Jewett Hall, Mt. Auburn 


Conference. Peter Bent 


*Open to the medical profession. 


(Notices concluded on page xix) 
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